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Part 


Arteriosclerotic Aneurysms 


ARTERIAL GRAFTING PROCEDURES are being done with 
increasing frequency the treatment the two 
major complications peripheral arteriosclerosis: 
Arterial obstruction and aneurysm. The numerous 
reports describing the means sterilization and 
preservation arterial homografts indicate that 
arteries may safely removed autopsy and pre- 
served for indefinite periods using methods avail- 
able most surgeons. The techniques employed 
the use homografts are familiar those experi- 
enced vascular surgery. Clinical data have not 
yet accumulated sufficient volume, however, 
establish undisputed listing indications for 
the use arterial grafts peripheral arterioscle- 
rotic vascular disease. the purpose this paper 
describe the indications for and the results follow- 
ing arterial grafting operations series 
patients operated upon the Vascular Surgery 


*Part will published later issue. 
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cases aneurysms the aorta and periph- 
eral arteries were resected and replaced grafts. 
The results from the use homografts 
cases were more satisfactory than with the use 
Ivalon cases. The abdominal aorta was the 
most frequent location aneurysms. 

The current mortality rate 5.5 per cent for 
resection unruptured abdominal aneurysms 
indicates that resection and grafting are effec- 
tive means reducing the high mortality 
untreated aneurysms. Five ruptured aneurysms 
were excised, with mortality rate per cent. 
The uniformly fatal outcome untreated rup- 
tured abdominal aneurysms makes obligatory 
for the surgeon operate immediately after the 
diagnosis first made. 


Service the University California School 
Medicine. 

major impetus the use the surgical ap- 
proach the management aneurysms the aorta 
was supplied the report Estes' concerning the 
natural history untreated aneurysms the ab- 
dominal aorta. Half the patients followed him 
were dead within three years the date the 
original diagnosis. Sixty-three per cent the deaths 
were due rupture the aneurysm. With respect 
peripheral arteriosclerotic aneurysms distal the 
thoracic and abdominal arteries, the indication for 
surgical excision grafting the high incidence 
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Figure 1.—Arteriosclerotic aneurysm popliteal ar- 
tery. Note partial thrombosis the aneurysm with 
beginning encroachment the lumen the artery. 
two-year follow-up shows continued patency homo- 
graft interpolated after resection the aneurysm. 


intraluminal thrombosis within the aneurysm, which 
frequently followed loss viability the 
involved extremity. 

The decision use surgical therapy for either 
aortic peripheral aneurysms can made properly 
only evaluation the results any given sur- 
gical procedure. present, arterial aneurysms due 
arteriosclerosis appear treated most satis- 
factorily resection the dilated arterial segment 
and replacement arterial substitute. The high 
recurrence rate following former methods surgical 
management (that is, “wiring,” wrapping with 
irritant membranes) has led the almost unani- 
mous adoption resection and replacement meth- 
ods. addition arterial homografts, variety 
synthetic materials have been employed arterial 
substitutes. Although current reports indicate that 
some types synthetic grafts appear function 
well arterial homografts, long-term observa- 
tions will necessary for final evaluation. 

The authors’ experience with grafting operations 
following resection aneurysms based series 
grafting procedures. cases the aneurysms 
were located the abdominal aorta, and one each 


occurred the aortic arch, the popliteal artery, the 
subclavian artery and the femoral artery. 
the cases abdominal aneurysms the resected 
segments were replaced synthetic bifurcation 
prostheses polyvinyl sponge (Ivalon). all other 
cases, homografts were used. 

The homografts the three peripheral arteries 
and the aortic arch had functioned satisfactorily 
for periods months the time this re- 
port. the aneurysms the abdominal aorta, 
were resected the unruptured state. There were 
three operative deaths among the first five patients 
operated upon. There has been one death the most 
recent group operations. The first two deaths 
were due combined renal and adrenal gland fail- 
ure during the immediate postoperative period. The 
third death was the result thrombosis Ivalon 
graft, causing gangrene the lower extremities, 
and the last death was due coronary thrombosis 
the third postoperative day. The 5.5 per cent 
mortality rate the last operations for resection 
abdominal aortic aneurysms the same per- 
centage range statistics from other clinics and 
is, believe, reasonably accurate reflection 
the anticipated mortality rate for this operation. 

five patients the aortic aneurysm was resected 
after the rupture occurred; three these patients 
survived. Factors common all five cases indicate 
that high mortality rate may anticipated when 
ruptured aneurysm resected. All five patients 
were shock the time operation the result 
massive loss blood. each case liquid and 
clotted blood obscured the proximal and distal ves- 
sels and made controlled resection unusually difficult. 
The interval between the time initial diagnosis 
and operation varied hours five days. 
The universally fatal outcome untreated ruptured 
aneurysms makes obligatory for the surgeon 
proceed with resection, even though the anticipated 
mortality higher than that elective resection. 


Two additional observations were judged par- 
ticularly significant the series ruptured an- 
eurysms. four the cases the initial period 
pain and hypotension lasted for only few hours 
and was followed relief symptoms and restora- 
tion normal blood pressure. After interval 
varying from three hours four days, each patient 
showed signs renewed and uncontrollable bleed- 
ing, which time operation was performed. 
fifth patient, whom saw shortly after the on- 
set symptoms, was better general condition. 
The operation was done with greater technical ease, 
since bleeding and edema did not obscure the normal 
landmarks. These observations suggest that, although 
after the onset rupture there may short in- 
terval cessation bleeding and apparent clinical 
stability, imperative operate immediately 
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after the diagnosis ruptured aneurysm first 
made. 

The other observation relates the absence 
premonitory symptoms before rupture the an- 
eurysm. One patient described vague and throbbing 
abdominal discomfort for period one year. The 
other four patients denied any symptoms that might 
have suggested the presence aneurysm. The 
first significant symptom each patient was that 
the rupture itself. This observation accord 
with that Estes, who found significant corre- 
lation between the presence symptoms and the 
likelihood rupture. our opinion that the still 
widespread policy deferring operation upon pa- 
tients with asymptomatic aneurysms hazardous. 

The lack availability aortic homografts 
the first part this series led the investigation 
the suitability compressed polyvinyl sponge 
(Ivalon) arterial substitute. Bifurcation grafts 
Ivalon were fashioned about steel mold into the 
appropriate size and shape. The ease construction, 
the similarity normal arteries elasticity and 
suturing properties, and the previous experimental 
evidence that Ivalon becomes fixed, supported and 
infiltrated host tissue suggested that Ivalon would 
satisfactory for aortic Fourteen 
Ivalon aortic grafts were implanted. All five the 
deaths the series ruptured and unruptured 
aneurysms fall into this group. Only one, the previ- 
ously described death that followed thrombosis 
the graft, believed attributable the nature 
the graft. one patient thrombosis one iliac arm 
bifurcation graft developed year after opera- 
tion. During second operation by-pass the oc- 
cluded segment, aneurysmal dilatation the graft 
was observed. Two the nine survivors died from 
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Figure x-ray (left) showing large aneurysm the distal aortic arch (center). Resection the involved 
aortic segment under hypothermia and replacement aortic homograft was successfully accomplished (right). 


Figure 3.—Postoperative aortogram following resection 
aneurysm the abdominal aorta and replacement 
Ivalon bifurcation graft. Arrows indicate the sites 
anastomoses. The ring silver clips the graft 
for the purpose following changes the subsequent 
size the graft serial x-rays the abdomen. 


unrelated carcinoma and months after opera- 
tion, respectively. autopsy, aneurysmal dilatation 
the region the bifurcation was observed both 
cases. addition, the inner walls the grafts were 
lined with unattached thrombi. There was evidence 
cellular infiltration host tissues. Hence, four 
the fourteen implanted Ivalon prostheses must 


¢ 


considered graft failures. There has been evi- 
dence thrombosis aneurysm the homo- 
grafts used for aortic replacements. This has rein- 
forced the authors’ belief that arterial homografts 
are the preferable arterial substitute following re- 
section the aneurysm. 

The contraindications elective excisional and 
replacement therapy arteriosclerotic aneurysms 
are not clearly definable. The operative risk slight 
for resection aneurysms peripheral the ab- 
domen thorax, because the relatively minor 
operative trauma and shorter duration anesthesia. 
For this reason there appear very few sig- 
nificant contraindications resection these more 
distal aneurysms. 

Aneurysms the thoracic aorta been in- 
creasingly subject surgical The use 
hypothermia and the temporary by-passing blood 
about the operative area have contributed the 
occasional dramatic results that have been reported. 
The gross extent most aneurysms the thoracic 
aorta, the impairment blood flow vital areas 
during and after resection, and the technical diffi- 
culties encountered operation still make resection 
all but the most favorably situated aneurysms 
the thoracic aorta unduly hazardous, the authors’ 
opinion. The successful result the one case this 
series took place patient who had large fusi- 
form aneurysm the distal aortic arch. Temporary 
aortic occlusion with the aid hypothermia made 
possible resection the aneurysmal segment the 
arch, and replacement with aortic homograft. 
futile attempt was made resect another aneurysm 
that involved the entire aortic arch. Six additional 
cases were considered inoperable after x-ray 
studies the chest showed that there was involve- 
ment either the entire aortic arch, including the 
ascending aorta, the full length the descending 
aorta. The high mortality rates reported surgeons 
who have undertaken remove aneurysms this 
extent still place such operations the field 


experimental surgery. seems apparent that the 
inoperability most thoracic aneurysms based 
largely upon technical considerations. 

The opposite situation prevails with most an- 
eurysms the abdominal aorta, which dilatation 
usually begins distal the origin the renal ar- 
teries. the aneurysms this series, cm. 
was available distal the renal arteries and proxi- 
mal the aneurysm, for graft anastomosis after 
resection the aneurysm. (Although during physi- 
cal examination aneurysms the abdominal aorta 
are usually palpated the upper abdomen, 
remembered that the renal arteries arise the 
level the xiphoid process the sternum.) Blood 
flow the iliac arteries was interrupted few 
operations for long hour and half without 
deleterious effect the lower extremities. 

apparent from the foregoing comments that 
the essential contraindications elective resections 
abdominal aneurysms are largely medical na- 
ture. During the course this investigation, eight 
patients with aneurysms the abdominal aorta were 
considered unsuitable for operation medical 
grounds, Advanced cerebrovascular arterioscle- 
rotic heart disease was present each case. Although 
contraindications operation may difficult 
define precisely, reasonable assume that 
the mortality rate concurrent disease will nullify 
the salvage rate elective resection the aneurysm 
any given case, operation contraindicated. 

384 Post Street, San Francisco 8 (Wylie). 
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Emotional Problems Children 


The Uses Drugs Therapeutic Management 


FRANK AYD, JR., M.D., Baltimore 


PARENTS FREQUENTLY CONSULT physician because 
their child having either scholastic behavior 
difficulties. Children this sort challenge the diag- 
nostic and therapeutic acumen the physician who 
must make differential diagnosis and select effec- 
tive treatment. This particularly true this day 
pharmacotherapy when parents, their hopes stimu- 
lated the things they read publications gen- 
eral circulation, expect the family physician treat 
their child with tablet. 


Emotional disturbances children may due 
functional psychic disorder such anxiety state 
behavior disorder. These conditions may mani- 
fested either scholastic behavior disorders 
both. these secondary effects emotional dis- 
turbance which initially attract attention the child 
and confound parents and teachers who overlook the 
primary disorder and hasten correct the symp- 
toms. Consequently, their well-intentioned efforts are 
misdirected and fail alleviate the problem. This 
causes the adults hold the child responsible for his 
difficulties and label him “bad,” “stubborn,” 
“unmanageable.” Hence most emotionally disturbed 
children are not taken physician until their ill- 
ness has persisted for months. 


Every disturbed child must thoroughly studied 
and accurate diagnosis established before treat- 
ment begun. incumbent upon the physician 
take careful history, observe the child closely, 
physical and neurological examination, and 
secure special diagnostic tests when indicated. 
imprudent casually assume that child’s anxiety 
aberrant behavior temporary, that “will out- 
grow it,” that the outcome parental inept- 
ness emotional instability. Such attitudes are not 
conducive careful diagnostic screening judi- 
cious treatment. 


Since therapeutic failures and even aggravation 
deviant behavior are invited physician who 
treats child without knowledge the nature 
his disorder the pharmacologic action the com- 
pound prescribes, brief review some these 


Read at the Symposium on Emotional Problems of Children, 
April 10, 1957, Los Angeles. 
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Emotional disturbances children may 
due anxiety state, obsessive-compulsive 
neurosis, schizophrenia brain injury 
causing behavior disorder. Children anx- 
iety state have difficulty school because anxi- 
ety interferes with concentration, impairs mem- 
ory and makes decisions difficult. Consequently, 
these children often fear school and express 
their anxiety behavior disturbances which 
alienate them from parents and teachers. 

There are number chemotherapeutic 
agents physicians can use part the treat- 
ment emotionally disturbed children. Pheno- 
barbital valuable for short-term therapy for 
the anxious child. Meprobamate also may 
prescribed for anxiety reactions. limited 
value for the hyperkinetic and obsessive-compul- 
sive child and value the schizophrenic 
child. Atarax (hydroxyzine dihydrochloride) 
beneficial for the neurotic 
brain-injured child. Children with severe anxiety 
reactions and schizophrenic disorders respond 
best chlorpromazine reserpine. 

must emphasized that drug therapy 
part the total therapeutic attack the emo- 
tional problems children. 


emotional disorders and the symptoms characteristic 
them may helpful. 

The most common emotional disturbance chil- 
dren anxiety state. This may transient 
symptom reflecting temporary reaction stress- 
ful situation, may persistent manifestation 
serious underlying disorder. Regardless its 
duration the symptom anxiety always impedi- 
ment efficient intellectual function and smooth in- 
terpersonal relations. 

The scholastic attainments anxious child are 
seldom proportionate his basic capabilities because 
anxiety interferes with concentration, impairs mem- 
ory and makes decisions difficult. addition, 
anxious child becomes preoccupied with his feelings 
and difficult for him participate maintain 
interest things outside himself. His ability 
study, therefore, impaired. 

The inability perform well scholastically causes 
anxious child detest and fear school. Sometimes 
his school phobia becomes overwhelming re- 
fuses attend classes expresses his anxiety 
behavior disturbances which alienate him from his 
parents and teachers who put pressure upon him 
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conform conventional modes behavior. This in- 
tensifies his anxiety and vicious circle ensues. 

Many anxious children are reared unstable 
environment, often parents who are neurotic 
are disabled character disorder. The history 
such children usually includes feeding problems, 
nightmares, enuresis disturbed bowel function. 
Except for some evidence increased activity 
the sympathetic nervous system, children with 
anxiety reaction are physically and neurologically 
sound. When examined, they may reticent first, 
but cooperative. Unless they are severely anxious, 
uncommon for them leave the office not 
“friends” with the physician. 

Not confused with anxiety reaction 
obsessive-compulsive neurosis which occurs chil- 
dren over seven years old. the cases such 
children there frequently family history men- 
tal illness, particularly schizophrenia. Usually their 
obsessive thinking, phobias and compulsive rituals 
have existed for months years before medical help 
sought, for most parents make light these symp- 
toms until they have persisted without sign abat- 
ing. Because their tendency introversion these 
children have difficulty relating others, including 
the examining physician. They evade direct discus- 
sion their symptoms. Hence they appear uncoop- 
erative and examination them taxes the physician’s 
ingenuity. Many attempt conceal their compul- 
sions; others make effort so. times their 
compulsive tics and other motor movements must 
distinguished from myoclonic seizures. Usually 
other abnormalities are noted physical and neuro- 
logical examination. 


less frequent (but more prevalent than formerly 
supposed) cause emotional disturbance chil- 
dren schizophrenia. Often the family child 
with this illness there history schizophrenia. 
children this disorder develops insidiously that 
the parents usually cannot describe the clinical symp- 
toms easily they can the symptoms neurosis 
the hyperkinetic behavior brain-injured child. 
Usually the physician must elicit the characteristic 
symptoms schizophrenia questioning the par- 
ents who retrospect can see each symptom 
mentioned. These are: Seclusiveness, irritability 
when the seclusiveness disturbed, excessive day- 
dreaming, bizarre behavior, diminution interests 
failure attracted objects and activities 
which normally entice children similar age and 
intelligence, regressive personal interests the vol- 
untary selection and participation amusements 
and occupations which usually attract younger chil- 
dren, sensitivity comment and criticism and phys- 
ical inactivity overactivity. 

rare find physical neurological abnor- 
mality schizophrenic child. What more obvious 


and more diagnostic the behavior the child 
the physician’s office. Withdrawal, evasiveness, suspi- 
ciousness, inability relate the physician, mono- 
syllabic responses, bizarre and unusual phobias, lack 
appropriate emotional response—these are symp- 
toms which should cause physician suspect 
schizophrenia. 

Anxiety may may not prominent feature 
childhood schizophrenia. When present has the 
same detrimental effect intellectual function and 
interpersonal relations was described previously. 
Anxiety schizophrenic child may cause unusual 
irritability, temper tantrums and aggressive out- 
bursts directed toward others. Even without anxiety, 
schizophrenia causes scholastic and behavior 
culties. home child with schizophrenia gradually 
isolates himself from family and friends and retreats 
into world fantasy. school his scholastic 
achievement declines becomes more preoccu- 
pied with abstract ideas and less interested the 
world reality. 

children who have had trauma birth, injury 
the brain early life severe illness with 
cerebral symptoms, hyperkinetic behavior may de- 
velop because brain injury. The parents may note 
that from infancy they have been hyperactive, im- 
pulsive, destructive, aggressive and difficult man- 
age. Their teachers report poor performance the 
basic school skills—reading, spelling and arithmetic. 
Their hyperkinetic behavior, negativism, and other 
forms antisocial behavior make them disrupting 
factor the classroom. Intellectually they may 
retarded they may have normal above average 
intelligence. Upon physical and neurological exam- 
ination there may abnormalities noted, there 
may minor severe neurological abnormalities. 
Quite apparent are restlessness, short attention span, 
easy distractibility and tendency perseverate. 

Whenever possible advisable obtain for 
such children electroencephalogram and test 
with the Wechsler Intelligence Scale for Children. 
Most children this kind have abnormal electro- 
encephalograms with predominance slow wave 
activity. scored the Wechsler test, the majority 
have performance intelligence quotient signifi- 
cantly below their verbal intelligence quotient and 
impairment their visual motor coordination. 
Such findings help explain the psychopathologic 
nature the disorder and should make parent and 


physician more understanding these unfortunate 
children. 


PHARMACOLOGIC MANAGEMENT 


The pharmacologic management emotional dis- 
orders children out-patients possible. Neces- 
sary for success are physician skilled pharmaco- 
therapy, realistic therapeutic goal and most care- 


CALIFORNIA MEDICINE 


4 
7 
q 
q 
7 
q 
| 
q 
q 
q 
q 
q 


ful selection children for treatment. The attitude 
the physician factor, for the physician conveys 
his attitudes the child and the parents. kind, 
sympathetic physician who unites firmness with com- 
passion and optimism much more likely achieve 
success than another physician using the same drugs 
proper doses with negative attitude. 

Before prescribing drug the physician must im- 
press upon the parents the absolute necessity their 
assuming responsibility for making sure that the 
child gets the medication exactly prescribed. Often 
failures with drugs improvement less than ex- 
pected attributable parental laxity this re- 
spect. Parents must forewarned not alarmed 
side effects that are due the physiologic action 
the drug. the other hand, insure early de- 
tection serious side reactions, parents also must 
instructed report any unusual physical emo- 
tional change the child. They should admon- 
ished not discontinue medication either case 
without first consulting the physician. 

Since there may wide differences the doses 
drug required restore emotional stability, 
physician must pay attention individual suscept- 
ibility compound and not hesitate prescribe 
increasing doses until the therapeutic level at- 
tained toxicity intervenes. Equally important 
therapeutic persistence. unrealistic optimism 
expect reverse chronic disorders with short 
course drug therapy. Many the successes with 
drug therapy must attributed physician’s per- 
sistence the face difficulties and willingness 
take legitimate risks. There serious danger with 
prolonged administration the drugs dis- 
cussed, provided the child properly supervised. 
Parents must taught this and advised that they 
should not expect the child show dramatic im- 
provement completely relieved all symp- 
toms drugs alone. They should know and accept 
that the goal therapy not necessarily cure but 
symptomatic relief which removes their child from 
one stage disability lesser one. This instruc- 
tion parents worth all the effort required the 
physician, for properly indoctrinated parents are 
understanding and cooperative parents—an asset 
the treatment the patient. 


Physicians general practice have many pharma- 
cologic agents they may prescribe for emotional and 
behavior disturbances children. hardly pos- 
sible practical for them have thorough work- 
ing knowledge all these drugs. Hence, they should 
strive become thoroughly acquainted with few 
which they can use advantageously and with the least 
risk. 

Phenobarbital was the cornerstone pharmaco- 
therapy for many the disorders discussed this 
presentation. still valuable compound for the 
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short-term treatment anxiety reactions. The most 
serious drawback using the reduction 
mental acuity causes—a most undesirable effect 
child who goes school. This can counter- 
acted, without stimulating, small doses Rita- 
lin® (methyl-phenylacetate hydrochloride). Pheno- 
barbital not beneficial and often enhances the 
hyperkinetic behavior brain-injured child. 
Meprobamate may prescribed for anxiety re- 
actions. little value for hyperkinetic child 
the treatment schizophrenic child. This drug 
not innocuous compound and should not pre- 
scribed indiscriminately. Children receiving should 
carefully supervised. clinical use meprobamate 
not much better than phenobarbital. causes 
drowsiness some children but, with pheno- 
barbital, this can counteracted Ritalin. 
Atarax® (hydroxyzine dihydrochloride) may 
definite value neurotic children and hyper- 
kinetic brain-injured children. This drug lessens ten- 
sion, relieves symptoms disturbed autonomic 
function and calms hyperkinetic behavior. For these 
purposes larger doses than those recommended for 
children must used. Few children are benefited 
less than 100 mg. daily. Some children, 
especially hyperkinetic children, may require 200 
mg. 300 mg. daily. Children under years age 
should given syrup Atarax doses mg. 


day begin with. For older children administra- 


tion should started one mg. tablet two 
three times daily and the dose increased until the 
therapeutic level reached. Thereafter, the dose 
should decreased gradually. Although studies 
prolonged administration Atarax are incomplete, 
this drug has been given some children for six 
months more without obvious deleterious effects. 
Atarax also may used advantageously reduce 
anxiety children who become distressed when 
faced with unpleasant, fear-provoking situations such 
diagnostic tests the hospital, painful treatments, 
dental work and minor surgical operations. Single 
repeated doses mg. orally intramuscularly 
few hours before such events usually suffice 
alleviate anxiety and get the child’s cooperation. 


Atarax has had sufficient trial schizo- 
phrenic children assess its value for this disorder. 
Limited studies this drug ambulatory schizo- 
phrenic children indicate that doses excess 
200 mg. daily mitigate anxiety some degree. Its 
therapeutic effectiveness, however, cannot com- 
pared that Thorazine® (chlorpromazine) 
Serpasil® (reserpine). Hence, until more definitive 
studies are completed, physician should not pre- 
scribe Atarax for schizophrenic children. 


Thus far Atarax has been relatively free side 
effects. This enhances its value for school children, 
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who seldom experience drowsiness impairment 
intellectual function with therapeutic doses. Experi- 
mentally, children have tolerated well doses excess 
the average therapeutic dose. This drug does not 
potentiate barbiturates and may used combina- 
tion with anticonvulsants when epileptic child 
develops emotional disorder. 

Thorazine and Serpasil are potent tranquilizers 
especially suitable for severe anxiety reactions and 
schizophrenic disorders. They have not been used 
successfully for the treatment hyperkinetic brain- 
injured children, except modify anxiety. times 
they have aggravated the hyperkinesis these chil- 
dren. Likewise they must used skillfully when 
prescribed for obsessive-compulsive child. Many 
such children have developed feelings unreality 
and depersonalization when treated with Thorazine 
Serpasil. These undesirable psychological reac- 
tions have increased anxiety rather than relieved it, 
necessitating discontinuance the drug. 

Children with anxiety state may require from 
300 mg. Thorazine daily 0.25 mg. 
Serpasil daily. Schizophrenic children, for whom 
these drugs are the best available, usually require 
pasil daily. best start with small doses and 
increase the dose rapidly until the therapeutic 
level reached toxicity intervenes. Either 
these drugs may prescribed for long periods, 
especially for schizophrenic children. However, they 
are most effective the first two months treat- 
ment. Thereafter many children tolerance for 
them seems develop, necessitating progressive in- 
crease dosage. Even then the therapeutic effect 
not much greater than that obtained initially. 
Thorazine and Serpasil may cause side effects due 


ADDENDUM 


their physiological action allergic reactions due 
hypersensitivity the compound. The former are 
not serious; the latter may and warrant imme- 
diate discontinuing use the drug. Both drugs fre- 
quently induce lassitude and psychomotor retarda- 
tion, hindrance scholastic performance. This can 
relieved Ritalin. Thorazine has caused photo- 
sensitivity many children. This annoying 
and troublesome side effect which often makes dis- 
continuance necessary. Serpasil may cause nasal con- 
gestion and enuresis. The former may relieved 
nasal decongestants, although some children this 
not effective and use the drug has stopped. 
Parents usually are more disturbed drug-induced 
enuresis than the children and some refuse for that 
reason give the drug their child. 


COMMENT 


Pharmacologic agents, although they alter be- 
havior and are benefit emotional disorders 
children, are not cures; they not change the basic 
psychopathologic condition. Ideally, the drug ther- 
apy should part the total therapeutic attack 
the problem. The children who respond best 
drug therapy are those for whom other forms 
psychological care and environmental adjustments 
are carried out the same time. These factors the 
treatment are much more readily dealt with 
physician who uses drug therapy, for the sympto- 
matic relief afforded the drugs gives him more 
time concentrate the other needs the child. 
also helps getting the cooperation the par- 
ents, for they are relieved the upsetting effect 
their child’s symptoms and can more objectively 
cope with the problem. 


6231 York Road, Baltimore 12. 


REGARDING “Malformation the Odontoid Process” published the June issue 
Modolell: “Delayed Myelopathy Following Atlanto-Axial Dislocation Sepa- 
rated Odontoid Process,” Brain, 78:537-553, Part IV, 1955. it, several 


further relevant cases are reported. 


regret that this report had escaped us. Although very detailed, does not 


cite any our references. 


FRANCIS SCHILLER, M.D. 
Isamu M.D. 
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Subjective Complaints Industrial Injuries 
BARRITT, M.D., San Francisco 


THE MEASUREMENT objective disability Cali- 
fornia has become pretty well standardized since 
the adoption the standard method measure- 
ment? that was worked out some years ago 
committee appointed for the purpose the Cali- 
fornia Medical Association.* The evaluation 
subjective disability, however, still presents big 
problem. 

subjective symptom may defined as, “one 
experienced only the patient himself, and not 
amenable physical industrial 
injury cases necessary distinguish between 
subjective complaint and actual subjective dis- 
ability. California, subjective complaint usually 
compensable when actually limits the injured 
workman’s ability his work. This applies 
both temporary and permanent disability. 

Many industrial injuries not result perma- 
nent disability and the physician’s problem lim- 
ited the determination just when the workman 
can safely return his job and when compensation 
for temporary disability can stopped. Frequently 
the patient’s subjective complaints that make 
this decision difficult. early return work 
usually advantageous both patient and employer. 
With average industrial wage approximately 
$90 week and maximum compensation rate 
$40 week, there usually pecuniary incentive 
for injured person intentionally prolong his 
disability. There pecuniary incentive for the em- 
ployer wish shorten it. 

When the condition becomes permanent and static 
and ready for rating, the situation changes. then 
the patient’s advantage have every considera- 
tion given his subjective complaints. the 
employer’s advantage, course, have them 
skimmed over. 

Evaluating subjective complaints difficult 
and thankless job, but someone must it. The 
physician who attends industrially injured patient 
reports the case has this responsibility. Fre- 
quently the subjective complaints are much more 
disabling than the objective and they cannot 
ignored. For example, back injury cases the real 


*The Subcommittee for Standardization of Joint Measurements in 
Industrial Injury Cases, Packard Thurber, Sr., chairman. 


Presented before Joint Meeting the Sections General 
Practice and Industrial Medicine and Surgery the 86th Annual 
Session of ~~ a Medical Association, Los Angeles, April 
28 to May 1, 

The Director the California Industrial Acci- 
dent Commission. 
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Subjective complaints that are actually disabling 
are ratable factors industrial injury cases 
California. 

The responsibility evaluating these com- 
plaints with fairness the ‘patient and employer 
rests with the examining physician. Full con- 
fidence the physician’s integrity minimizes the 
subjective complaint problem. The importance 
good physician-patient relationship not al- 
ways recognized. 


disability almost invariably comes from pain rather 
than from any measurable objective pathologic 
change. The fact that back pain hard evaluate 
does not make this any the less true. 

The physician must fair both the injured 
workman and the employer. must give the patient 
every opportunity describe his complaints. 
does not, however, have accept them the pa- 
tient’s value. the event that the examining physi- 
cian does discredit the patient’s complaints, 
should very sure his ground. should 
only after every reasonable diagnostic means has 
been taken prove disprove the validity them. 
The discovery that patient has some the stigmata 
the neurotic does not mean that has disease. 

The physician should not let the patient hoodwink 
him, for does, not only will unfair burden 
fall the employer, but the word likely 
out over the grapevine that the physician easy 
mark. The proportion dishonesty greater 
smaller industrial patients group than 
any other large group. 

The physician’s job truly difficult one. one 
but the patient himself knows exactly how severe 
his symptoms are. They are way his stock 
trade—as yet unpriced. While this feeling the 
part the patient usually not conscious one, 
nevertheless does frequently exist. Probably for the 
first time his life the patient has had ample time 
ponder his troubles. The injury question has 
been one the big events his life. has been 
under great financial strain and worried 
about the future. would hardly human 
did not give his complaints their full value. 

The patient usually trusts his physician profes- 
sionally. the other hand, knows very little 
about professional ethics and sometimes his opinion 
them not very high. does know that the 
physician has been chosen and paid for the 
employer and that the physician depends future 


4 
7 
q 
q 


referrals for part his livelihood. The patient 
does not know just what the financial arrangement 
is, but doubts was made solely for his benefit. 

The patient has spent great deal time sitting 
the physician’s reception room talking other 
industrial patients. may have heard rumors that 
the past the physician has been unfair some 
his reports. Regardless the truth these rumors, 
may tempted build his complaints 
order get recognition that feels rightfully his. 

There one thing that stands out great im- 
portance ingredient fair settlement such 
cases, and that the patient’s confidence the 
integrity the physician. Some physicians doing 
industrial work seem inspire this confidence. Those 
who do, have little trouble with the subjective com- 
plaint problem. Others seem psychologically 
unfitted for work this type and seem feel that 
every patient trying delude them. The patients 
quickly sense this, and for such physicians subjec- 
tive complaints become major problem. This 
especially true when the time comes for them per- 
suade patient that able back work. 
Most employers and carriers realize the importance 
good physician-patient relationship and are will- 
ing spend pennies now save dollars later. Un- 
fortunately, few would rather save the pennies. 

The physician, his evaluation subjective 
complaints, must consider number things, some 
these are: 


The kind injury and the subjective com- 
plaints which can probably expected present. 


The history treatment, especially with re- 


gard any prolonged period immobilization. 


Complications, such thrombophlebitis, aller- 
gic reactions, sympathetic reflex dystrophy, infection 
and traumatic arthritis. 

Preexisting pathologic states which have been 
lighted and made symptomatic the injury. 

Preexisting conditions symptoms which 
were not made worse the injury but which 
complicate the general problem. 

Objective findings, such limitation mo- 
tion, atrophy, osteoporosis and traumatic arthritis. 

Traumatic neurosis. 

The patient himself, his age, personality and 
threshold pain. 


careful consideration these factors 
physician can usually make fair evaluation 
what the subjective disability really is. 


The Detection Fraud 


the author’s experience, deliberate malingering 
rare. Frequently real malingerer repeater, 
and may very clever and personable fellow. 


the other hand patients sometimes, either con- 
sciously unconsciously, tend build their 
complaints. 

Many physicians have their own pet methods 
detecting fraud. this regard useful keep 
the following points mind: 


The examiner knowing anatomy, knows the 
exact locations which pain likely persist after 
injury certain types. The patient usually does not 
know these locations. 


The examiner may use skin pencil and un- 
obtrusively mark the points which pain com- 
plained pressure. Later the examination 
may check these points when the patient’s attention 
diverted. 


Muscle spasm, rather the absence it, 
often difficult detect, especially the back. 
asking the patient assume several positions 
sequence, may diverted that voluntary ten- 
sion may relaxed and true muscle spasm noted. 


remembered that atrophy does not occur overnight 
and that the major arm and forearm are usually 
larger than the minor. This not true the lower 
extremities. 


Alleged limitation forward bending can 
rechecked with the patient sitting the table. There 
some normal variation. 


Callus inground grime may informative. 


Electromyography sometimes useful cases 
claims nerve injury. The findings should 
interpreted expert. 


Determination major and minor. (While 
this hardly falls the field subjective complaints, 
does sometimes offer problem. California 
injury major upper extremity usually carries 
higher rating than injury the minor.) 


(a) Most persons use the major hand for writing 
although some have been taught use the right 
hand, even though the minor. 

(b) Most persons throw with the major hand. 


(c) Almost invariably person will use the major 
hand hold the match when striking from paper 
match book. 

(d) The master eye usually corresponds the 
major hand. Dr. Ben Sharpton has suggested sim- 
ple method determining the master eye. one-inch 
hole cut the center sheet paper and the 
patient asked line the hole with some object 
the room, keeping both eyes open. The examiner 
then covers one the applicant’s eyes. The eye that 


lines with the object without changing the position. 


the paper the master eye. 
All these points can observed early the ex- 
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amination, before the subject major and minor 
comes up. 


Grip Loss 


Loss grip not subjective complaint, but 
far dynamometer readings are concerned, 
certainly under the applicant’s control. the exam- 
iner questions the patient’s cooperation the matter 
grip, his duty state and addition 
give his opinion what the actual grip loss is, 
percent. should also give the reasons for his 
opinion. Evaluations based apparent failure 
the applicant contract his forearm muscles may 
misleading. there muscle-power, there 
can contractions. Grip loss may caused 
number factors, among them amputation, limi- 
tation motion, nerve injury, muscle weakness and 
pain. Grip loss which the result pain just 
disabling loss due amputation. 
recently published report study made 
grip loss committee which was the chairman. 
The report will very helpful anyone treating 
industrial injuries. 


Reporting Subjective Complaints 


After the examining physician has made his 
own mind just what subjective disability actu- 
ally exists, must report this such way that 
others can have mental picture the disability. 
answered, the physician should carefully consider 
the kind work that the patient will have do. 
preliminary hardening-up period necessary, 
should state. 

Frequently the patient will complain pain 
part the body not seemingly related the injury. 
such cases the examiner should state whether 
not this pain result the injury. 

The simple reporting the patient’s complaints 


not enough. The reporting physician should give 
clear presentation just what the patient can 
cannot do. pain the back limits the ability 
lift, then the examiner should give his opinion 
about how much the patient probably can lift. 
ankle pain limits walking, the examiner should state 
about how far can walk. 

Such terms slight, moderate and severe, have 
different meanings different people. Mr. Eli 
Welch, supervisor the Commission’s Permanent 
Disability Rating Bureau, some time ago suggested 
standardization definitions these terms. 
These have been adopted standard the Com- 
mission. The definitions adopted the Commis- 
sion are follows:* 

severe pain would preclude the activity pre- 
cipitating the pain. 

moderate pain could tolerated but would 
cause marked handicap the activity precipitating 
the pain. 

slight pain could tolerated but would 
cause some handicap the performance the 
activity precipitating the pain. 

minimal pain would constitute annoy- 
ance, but causing handicap the performance 
the particular activity, would considered 


nonratable disability. 
965 Mission Street, San Francisco 3. 
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Work Injury 


Second Look the Doctor's First Report 


PHYSICIAN obligated accept patient for 
treatment under the Workmen’s Compensation insur- 
ance law California, but one who does take such 
case faces responsibilities imposed law, which 
include the filing the “Doctor’s First Report 
Work Injury”—popularly known the “pink slip” 
—within seven days. One sentence the form 
reads: “Immediately after first examination, mail 
one copy directly the Division Labor Statistics 
and Research. Failure file report with the Divi- 
sion misdemeanor (Labor Code, Sections 6407- 
6413). Answer all questions fully.” There are many 
other reasons than the desire avoid penalty 
which demand prompt transmittal adequate in- 
formation means the Doctor’s First Report. 
The compensation which the patient entitled 
cannot paid the absence the pink slip. Some- 
times investigation the circumstances which 
injury occurred required, and delay the First 
Report will postpone this necessary step. Such 
delay may cost the employer the opportunity 
obtain pertinent facts, may retard compensation 
payments the employee. Inadequate information 
similarly results either delayed decision re- 
garding the payment compensation precipi- 
tous one which may difficult reverse later when 
all the facts are accumulated. 

The pink slip calls simply for identification the 
employee, the employer and the insurance carrier, 
brief statement the history the injury 
stated the patient, medical description the 
injury, what treatment has been rendered and 
anticipated, how long the disability will extend and 
what, any, will the permanent effects the 
injury. All this information relevant. serves 
statistical purpose for the state, allows the insurance 
carrier (as required law) set adequate 
reserves for the indicated medical care and com- 
pensation, and may serve notice the employer 
that employee has claimed on-the-job injury. 

Physicians who complain the “red tape” in- 
volved making these reports may situation 
similar that the diabetic patient who com- 
plained the difficulty eating the food his 
diet list well his regular meals. For the physi- 
before Joint Meeting the Sections General Prac- 
tice and Industrial Medicine and Surgery at the 86th Annual Session 


California Medical Association, Los Angeles, April May 


CHRISTOPHER LEGGO, M.D., Menlo Park 


Injured employees require medical care and, 
disabled, compensation payments 
ence. The law requires that the employer in- 
surance carrier supply these benefits promptly. 
the absence prompt and adequate informa- 
tion from the attending physician, these benefits 
are withheld. The necessary information required 
process employee’s claim that called for 
the standard accident report form, commonly 
called the slip.” Not supply this mini- 
mum information may constitute hardship 
the employee. supplying more elaborate in- 
formation than that called for, the physician may 
increasing his load “paper work” immeas- 
urably. 


cian institution whose record systems are rigidly 
installed meet the needs private practice, the 
pink forms constitute extra burden. the 
system flexible enough allow the retained copy 
the pink slip constitute the basic record the 
case, complaints this score will reduced. 

most cases the minimum information required 
law the pink slip will meet all the immediate 
needs the case, and elaborate with gratui- 
tous information may only waste effort. 

Generally, the greater the number industrial 
cases physician handles the greater the ease with 
which dispatches the First Reports. Many the 
criticisms directed persons involved the admin- 
istration compensation insurance claims may 
mitigated entirely dissolved familiarity with 
claims processing increases. 

One cause reluctance among physicians 
treat patients under Workmen’s Compensation 
fear that they may summoned for prolonged and 
embarrassing appearances formal hearings. Ac- 
tually per cent the claims which there 
loss time and per cent those which 
compensation claimed are processed without in- 
volving the Industrial Accident Commission any 
way. only about one case six any hearing 
held; and rarely, even those cases, the First 
Report clear and complete, the original physi- 
cian required appear. Industrial Accident Com- 
mission hearings are much less formal than court 
trials, demonstrated the fact that physicians’ 
reports usually are accepted without personal ap- 
pearance being required. matter fact, ade- 
quate and prompt information the pink slip 
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minimizes the possibility that hearing before the 
Accident Commission will necessary. Since medi- 
cal care patients under Workmen’s Compensation 
California unlimited and since compensation 
awards may extend over many years, the payment 
tens thousands dollars may depend 
single copy the “Doctor’s First Report Work 
Injury.” physician’s responsibility this field, 
therefore, cannot taken lightly. Experience has 
proved time after time that the first history injury 
most likely the true one. This emphasizes 
the importance recording the employee’s actual 
statement accurate synopsis his statements 
the time his first visit. 

get idea the need for adequate reporting, 
one need only put oneself the position the in- 
surance carrier that confronted with dismayingly 
cryptic descriptions. (In the following examples, the 
number the number for report “Accident 
Exposure” the form, and “Nature and 
Extent Injury These examples are 
taken from actual reports: 


11. Stooping over. 
12. Traumatic bursitis right upper tibia. 


11. Both feet hurt. 
12. Depressed arches. 


Foreign body left eye. 
12. Bi-lateral pterygium. 


11. Chopping wood, chip flew mouth. 
12. Peritonsillar abscess treated tonsillectomy. 


Even this short list suggests the frustrations that 
must beset insurance carrier. 


Some the major failures observed the Doc- 
tor’s First Reports Work Injury may classified 
follows: 


Failure describe the time and place the 
injury reported the patient. “Chopping wood” 
one’s own backyard may result the same 
injury that would caused chopping wood 
for employer’s cook-stove, but the one def- 
initely not industrial accident while the other 
is. “Foreign body the left eye” is, the case 
sawmill worker, highly suggestive industrial 
injury, but the foreign body entered the eye at, 
say, a.m. Labor Day, which was the third 
day long the complexion the claim 
altered entirely. Similarly, “At street corner while 
catching bus” must supplemented with the infor- 
mation whether was the a.m. bus the way 
from home work the bus 10:30 a.m. when 
the injured was dispatched downtown errand 
for his employer. 


Failure recognize that Item 11, description 
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the accident exposure, should represent, either 
verbatim essence, what the patient states and 
that does not necessarily concur harmonize 
with Item 12, which the physician’s medical opin- 
ion concerning, his description of, the nature and 
extent injury disease. This can grasped more 
readily understand that the patient’s statement 
does not have make sense anyone but himself. 
paranoid employee states that “Three little red 
devils came through the office window and burnt 
with their pitchforks,” this statement should 
recorded under Item 11. This does not justify the 
physician stating that the subjective paresthesias 
the patient’s legs are due pitchfork burns, and 
yet the records too often reveal reporting just 
that kind. The physician’s statement should make 
sense the insurance carrier, the employer, the In- 
dustrial Accident Commission and other physi- 
cians who may later examine the patient. Experience 
also indicates that the physician will more com- 
fortable himself finds his reports make sense 
when confronted with them six months after 
signed them and the case has fallen into dispute. 


Failure recognize that Item does not ne- 
cessarily call for diagnosis. What called for 
description the symptoms and signs. 
accurate diagnosis describes the condition clearly, 
then will serve double purpose. For example, 
“Compound fracture the junction the lower 


and middle thirds the right femur” not only 


accurate diagnosis but gives reasonable picture 
the condition the layman. the other hand, 
may major error write, “Sprain right 
wrist” the condition observed swollen, painful 
wrist joint, particularly the absence trauma. The 
condition should described. The diagnosis may 
supplied later when, through elimination 
through subsequent history, established 
sprain. might develop, however, that the affected 
wrist the first site involved rheumatoid 
arthritis. the case private patient the physi- 
cian frequently requires time establish diag- 
nosis. not stampeded into making final diag- 
nosis prematurely. will wise not allow the 
pink form intimidate him into committing himself 
snap-shot diagnosis which may irrevocably 
dictate the course the claim. Every case pain- 
ful back not necessarily owing sprain, let 
alone intervertebral disc disease. Not all head- 
aches are necessarily caused “brain damage” 
“traumatic neurosis.” tentative diagnosis 
made should labeled such, either the 
same box under “Remarks.” further laboratory 
tests, x-ray films other examinations are necessary 
establish rule out the tentative diagnosis, 
that fact should stated. Such notes not only give 
the insurance carrier picture the situation but 
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prepare him cooperate obtaining the additional 
indicated medical information. 

Parenthetically, may good practice insist 
that industrial nurses limit the notes their records 
daily logs the patient’s story and their own 
description symptoms and signs. well that 
all keep mind the fact that they are forbidden 
law either diagnose treat. They are trained, 
however, record complaints and describe le- 
sions, well administer first aid, and these 
functions lie within their professional province. 

Failure the physician edit and confirm, 
not actually elicit, the history the accident 
exposure. The history has traditionally been con- 
sidered integral part physical examination 
and function the medical profession. relegate 
medical history-taking person other than 
physician practice which must scrutinized, 
particularly since the temptation exists assign 
the least experienced the office staff. True, 
patient may routed more expeditiously and the 
case handled more efficiently history obtained 
and recorded before the physician sees the patient. 
And the practice may justified these grounds, 
but only with the proviso that the physician who 
treats the patient and signs the pink slip has con- 
firmed the history recorded. Unless the physi- 
cian meticulous this routine, likely find 
himself embarrassed when confronted with 
some his own reports. personally admit hav- 
ing found myself signing First Report Injury 
which stated that stevedore had been injured “while 
working wench.”) The rarity the need for 
revision notes person experienced taking 
history does not justify physician’s abandoning 
the practice carefully editing all such entries. 

Failure use Item 20, the box entitled “Re- 
marks,” clarify ambiguity supply additional 
information. The following example, taken from 
actual report, illustrates 


11. Worked Friday and Saturday. Monday itch- 
ing rash spread over eyes, face, neck. Eyes 
swollen. 

12. Allergic dermatitis. 


This report tells absolutely nothing, etiologically, 
the condition. few words under “Remarks” 
might serve establish that the condition 
industrially incurred dermatitis eliminate en- 
tirely such possibility. 

Since the California Compensation Law holds the 
employer responsible for any “aggravation pre- 
existing condition,” preexisting conditions should 
described carefully. The comment, “Patient 
advanced diabetic insulin regimen,” 
exceedingly valuable information the nature 
the injury has been described “infected abrasion 
the right great toe.” This knowledge placed 


promptly the hands the insurance carrier may 
result facilitating the medical care which may 
prevent death from minor injury. Any question 
diagnosis, any omission important detail, 
any need for consultation—in short, any unusual 
feature any case—automatically demands com- 
ment the “Remarks” box. reasonable person 
likes kept the dark problems for which 
bears responsibility, and claims adjustors are 
exceptions this rule. expect them ad- 
minister claims with competence and with justice, 
and when fail provide them with information 
essential for capable execution their duties 
are placing them untenable position. When 
then criticize them for tangle the administra- 
tion the claim, are adding insult injury. 

Joe Friday’s “All want are the facts” but 
slightly parodied the insurance carriers, who 
say, “All want are the medical facts.” The words 
“medical facts” should underscored, for there 
constant temptation for the physician convert 
his reports into legal opinion. Even the most ex- 
perienced industrial physician needs remind him- 
self occasionally this pitfall, and remember 
that when insurance carrier, employer 
patient wishes legal opinion there are more reli- 
able sources for it. 

1954 over forty million dollars was paid out 
California medical costs and hospital care for 
patients workmen’s compensation cases. The 
amount still rapidly rising annually. This repre- 
sents large segment the practice medicine 
that young practitioners may well advised 
familiarize themselves with the simple fundamentals 
the Workmen’s Compensation Law and the older 
practitioners refresh their knowledge this field. 

facilitate education this type, for some years 
feature the Western Industrial Medical Associa- 
tion meetings has been panel discussion conducted 
variously representatives the insurance car- 
riers, the Industrial Accident Commission, the legal 
profession and labor unions. These discussions 
served two-way road permitting physicians 
voice the needs which they felt had not been re- 
spected the agencies represented. 

better understanding between the groups, the com- 
pensation insurance carriers have held series 
lectures physicians for their claims employees 
Los Angeles and San Francisco. Plans are now 
being laid for experienced claims authorities 
conduct panel discussions either county medical 
society hospital staff meetings. Such program, 
being immediate benefit both the insurance 
carriers and the physicians, should prove 
ultimate service the person who, after all, should 


the central figure the picture—the patient. 
3838 Alameda, Menlo Park. 
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Details Medical Reports 


UNDER THE CALIFORNIA SYSTEM workmen’s com- 
pensation, the computation permanent disability 
ratings reposed entirely the Industrial Accident 
Commission, and delegated the commission 
one its departments known the Permanent 
Disability Rating Bureau. This bureau computes all 
ratings according the commission’s own rules and 
precedents, and its accumulated knowledge occu- 
pational requirements, effects age variations, and 
effects competitive handicaps earning capacity. 
The computation ratings must based upon 
available information, principally medical char- 
acter. the majority cases, this medical infor- 
mation must the form reports from the 
physicians familiar with the facts. order that the 
commission may rate intelligently, these medical 
reports must complete and understandable. The 
report should convey mental picture what the 
physician himself sees, and what finds the way 
working function, that others—physicians, 
commission officials, attorneys, claim examiners, and 
also the injured workman—can visualize what dis- 
ability rated. The report should avoid 
usurpation the commission’s prerogative deter- 
mining the percentage permanent disability. Rat- 
ings are based upon total permanent disability, and 
not upon the part the body injured. Thus 100 per 
cent loss use arm may only per cent 
total permanent disability. 
addition clarity and completeness reports, 
effective rating system requires uniformity 
terminology and standardization the approach 
efficient and uniform disability rating, the Industrial 
Accident Commission through its medical bureau 
early sought educate the medical profession 
the making complete, concise and uniform reports, 
and the use uniform terminology. Members 
the medical profession generally have also sought 
from time time devise rules for standard and 
uniform reporting the end results industrial 
injuries. The following presentation sets forth the 
methods medical examination and report which 
the commission prefers used supplying in- 


formation for permanent disability rating purposes. 
Presented before a Joint Meeting of the Sections on General Practice 
and Industrial Medicine and Surgery at the 86th Annual Session of 


ee Medical Association, Los Angeles, April 28 to May 1, 
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Workmen’s Compensation 


PAUL BEDDOE, M.D., Los Angeles 


Attention details medical reporting that are 
required for just settlement compensation cases 
can greatly facilitate proper adjudication. 


FACTORS PERMANENT DISABILITY THAT ARE RATABLE 


general sense, ratable permanent disability 
factors include every deviation from normal con- 
dition caused brought about injury, either 
directly indirectly, and especially those deviations 
which interfere with normal function cause any 
actual competitive handicap working ca- 
pacity. The following items, while not intended 
complete list, include most reportable disability 
factors: Amputation, loss member special 
sense; limitations motion; atrophy and muscle 
weakness; swelling, edema and phlebitis; deformi- 
ties; angulations; sensory changes; impaired motor 
nerve functions; circulatory changes, lack endur- 


ance; pain tenderness and soreness; scars. 


The disabilities described the reporting physi- 
cian should include all disabilities arising from the 
injury question. aid obtaining clear 
picture what compensable disability should 
expected, the report should describe the nature and 
extent the original injury (including x-ray find- 
ings) the nature the treatment employed, with 
statement any operations performed and the re- 
sults; the nature and degree any complications 
which may have arisen delay repair; the nature 
any previous disability deformity; any complica- 
tions reason venereal, tuberculous other in- 
fection, alcoholism; the temperament the 
patient, and any evidence hysteria, neurasthenia 
hypochondria. 


The report permanent disability findings should 
not prepared until such time the physician 
charge the case concludes that has reached 
permanent stage that further improvement 
retrogression expected from either further 
surgical physiotherapeutic measures. The final 
report should completed the attending physi- 
cian, where practicable. should made without 
any unnecessary delay after substantially fixed 
condition has been reached the progress the 
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MEDICAL EVALUATION DISABILITY 
Temporary Disability: physical handicap due 
industrial injury, involving wage loss and which 
the basis medical opinion maximum improve- 
ment regression has not occurred. The condition 
not permanent and stationary. 


Temporary total disability. There capacity 
for earning available industrial employment. 
Further improvement regression expected. 


Temporary partial disability. There capacity 
some work but wage loss basis. 


Permanent Disability: The disability which re- 
mains after medical opinion believes maximum im- 
provement regression has occurred. When the con- 
dition becomes permanent and stationary. 


Medical benefits relation permanent dis- 
ability. Medical benefits may still necessary 
even though the condition has become permanent 
and stationary. 


Example: 
The renewal and maintenance prosthesis. 
Nursing care the case helpless pa- 
tient. 
Dilation the urethra after injury 
urethra. 


Factor permanent disability. The several indi- 
vidual disabling conditions which make 
the patient’s disability are known Factors 
Permanent Disability. Without knowing just 
what the factors are, accurate rating difficult 
impossible. The rating based the factors 
Permanent Disability. The Commission Ref- 
eree determines the factors Permanent Dis- 
ability formal cases. How are they determined 
the referee? 

most cases they are determined basis 
medical reports, made after careful ex- 
amination which the disability evaluated 
the examining physician. 

Medical Examinations (for evaluation disability) 

Complete for evaluation of: 

Status case. 
All factors Permanent Disability due 
injury. 
Need future medical care. 
Uniformity examinations essential: 
obtain uniform description Factors. 
include all the disability. 


avoid delays due to: 
Reexamination. 
Conflicts medical opinions arising out 
different methods measurements. 


Establishment standard method. 


1948 California Medical Association set 
subcommittee study problem. 


1950 subcommittee report published book 


form: 

Book, “Evaluation Industrial Disabil- 

Industrial Accident Commission approved 
book and method. 


Standard method now requirement 
industrial cases. 

Commission’s Medical Bureau uses ap- 
proved method. 


Examination Done Medical Bureau 


carpenter with fracture neck femur 
being examined. 


History. 
Injury. 

Type fracture: intrascapular? extracap- 
sular? displaced? compound? commi- 
nuted? soft tissue injury? 

Treatment. 

Open closed reduction? 

Pin plate used? 

Period immobilization? 

Capability operating surgeon? 

Infection? 
Malunion? Nonunion? 
Subsequent 
Thrombophlebitis? 
Pneumonia? Penicillin reaction, etc. 
Traumatic arthritis? 
Preexisting disability. 

Prior injury? 

Disabling arthritis? 

Subjective complaints given patient. 


Pain: Character, degree, location, frequency, 
what relieves the pain, etc. 
Numbness, tingling, sensitivity cold, etc. 
Manner which complaints limit the ability 
work, 
How far can walk? 
How much can lift? 
Can use ladder? 
Can walk rough ground? 
Can work pitched roofs? 
Can work all day without rest? 
Findings Examination. 
General findings: 
Ability rise toes heels. 
brace necessary? Crutch? Cane? 
surgical scar well healed? Infection? 
Deformity? Swelling? Tenderness? 
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Evidence thrombophlebitis? 
Impaired arterial flow? 
Evidence nerve injury? Foot drop? 
Reflexes changes? Sensory changes? 
Fracture: union solid—x-ray and clini- 
cal? metallic fixation still present? 

Muscle spasm. 

Evaluation. 


After completion the examination, the exam- 
iner must evaluate the entire medical problem 
involved, order that the Referee may make 
fair decision. 


Evaluation based on: 
Type injury. 
Treatment, period immobilization, etc. 
Complications. 
Complaints. 
Findings. 
Any conflicts medical opinion. the record 


must resolved necessary for making evalua- 
tion. 


Medical Reports 
There are certain vital points which must 
covered every report. Otherwise, reexamina- 
tion will almost always necessary. These are: 
Status the case. 
Factors permanent disability. 
Need further medical care. 
The use standard form medical report 
has many advantages. The form used the 
Commission’s Medical Bureau semi-outline 
form report. The advantages are: 
Short and concise. 
Examiner less apt omit vital points. 
Tends discourage long-winded discus- 
sions. 
Discourage vague and indefinite statements. 
Format Medical Bureau Report: 
History (usually omitted). 
Subjective complaints. 
Findings examination. 
Discussion and opinion. 
The subjective complaints given the pa- 
tient are evaluated whether not they 
are actually disabling and are result injury. 
The following are the points which must 
covered every report: 
there disability which probably the 
result injury claimed? 
Temporary total? 
Temporary partial? (If so, give ability 
work) 
Permanent and stationary for rating? 
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permanent and stationary for rating, 
then describe: 
Factors permanent disability which 
are result injury. 
Factors which the injury was ag- 
gravating contributing cause. 
Preexisting disability. 
further medical treatment necessary 
cure relieve the effects injury? 


Medical examinations industrial injuries are 
somewhat different from examinations for other pur- 
poses such pre-employment examination life 
insurance examinations, because they are primarily 
written for laymen; judges, attorneys, insurance 
claims adjustors and the injured parties. 

Their importance lies the fact that they are the 
source and sometimes the only source from which 
permanent disability factors are determined; and 
the permanent disability factors defined later 
turn decide the rating dollars and cents which 
the insurance carrier called upon pay and the 
applicant entitled receive. 

The usual medical file case industrial in- 
jury should contain the first report injury which 
should list all the injuries received the applicant 
any given accident, the progress reports from 
month month, the operative report surgery was 
performed, x-ray reports and laboratory reports. 
Lastly, and this most important, the final report 
residual permanent disability resulting from 
the injury sustained with opinion apportion- 
ment there prior injury disease present. 


conclusion, the following rules should kept 
mind: 
general rule, 
Temporary disability cannot apportioned. 


Preexisting pathology which did not cause 
disability cannot apportioned because industry 
takes employee finds him; however, 
preexisting disability, distinguished from 
nondisabling pathological condition, can ap- 
portioned. 


Probabilities only should considered 
compiling medical report, not possibilities. The 
latter may have place differential diagnoses, 
but not evaluation disability and only tend 
confuse the issues involved. 

217 West First Street, Los Angeles 12. 
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BEFORE ONE APPROACHES the problem reports 
permanent disability, the condition under considera- 
tion should permanent and stationary, meaning 
that maximum improvement has been obtained and 
the residual factors disability will continue un- 
changed for the remaining life the patient. Un- 
fortunately, too many cases are reported perma- 
nent and submitted for rating too soon after injury, 
with many resulting conflicts between the patient 
and insurance carrier (or employer), unnecessary 
litigation expense, and adverse psychological reac- 
tions the part the patient which may further 
compound the problem involved. Hence, 
hoped that all physicians who deal with patients 
who have industrial injuries will think twice and, 
before recommending final disposition the case 
hand, will ask themselves, “Is permanent?” 

order emphasize the importance the over- 
all subject, certain facts should brought forth. 
During the fiscal year 1955-56 California there 
were completed 11,682 permanent disability ratings. 
addition there were 6,962 compromise and release 
cases which fundamentally require the same factors 
information. Since approximately half these 
ratings involve disability upper extremity, and 
four-fifths the half involve the area the hand, 
most the problems discussed will refer 
this portion the body. Taking the year 1954, the 
average settlement 16,052 permanent disability 
cases was slightly more than $2,300, total 
expenditure workmen’s compensation carriers 
$37,531,000 for permanent disability settlements. 
This excludes the expense incurred approximately 
250 self-insured Since any case 
this type premature rating may increase the amount 
award and often will result overpayment 
some hundreds dollars, inaccuracies rating 
could sharply raise the cost settlement. The re- 
sultant rise insurance costs would have 
absorbed higher prices for products industry, 
and eventually paid for all purchasers—the 
general public, including the patient. 

Perhaps the most frequent cause error rating 
submission for rating too early date. Just 
important the already mentioned overpayment 
for factors disability which are not truly perma- 
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Too often cases industrial injuries are sub- 
mitted for permanent disability rating before 
maximum recovery attained and the condition 
permanent and stationary. 


This frequently situation that detrimen- 
the injured working man, since his physical 
disability might further reduced additional 
treatment, and his future earning power and 
economic status thus improved. Also may 
detrimental the insurance carrier and/or 
employer, since some instances results in- 
creased permanent disability award payments for 
portions the condition which truly 
permanent. 


Inadequate medical reports also are frequent 
cause unfair awards. The necessary factors 
used arrive proper conclusions, the errors 
that have been observed and the importance 
this problem are discussed. 


nent, the fact that the injured person might 
improved further rehabilitated additional treat- 
ment his condition were not considered “perma- 
nent.” deprive him obtaining better result 
and improved function with which compete 
the labor market certainly unjustified and unfair 
the patient. The commonest faults this respect 
are: (1) Dismissal patients who have had ampu- 
tation while the stump tender and painful 
interfere with function, although such conditions 
can usually corrected treatment, (2) dismissal 
patients with excessive weakness excessive 
grasp loss which can improved proper exer- 
cise, (3) dismissal patients with limitation 
function which can reduced adequate physical 
therapy (not merely the common practice heat 
lamp diathermy treatments unaccompanied 
additional measures), and (4) too early rating 
cases which reconstructive rehabilitative oper- 
ation can produce beneficial results. 


The problem excessive grasp loss deserves con- 
siderable attention, for when loss excessive 
raises the percentage disability rating, but when 
consistent with the function loss and other factors 
injury does not affect the rating. The me- 
chanics the California rating system, which are 
more comprehensive than other states, are de- 
signed take into account that amount grasp 
loss expected from the residuals hand injuries. 
For example, the rating disability for am- 
putated finger comes per cent, the award 
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calculated include grasp loss consistent with 
the amputation (in this case approximately per 
cent loss grip). the percentage loss calculated 
for the grasp loss alone exceeds the amputation 
rating (or function loss rating where amputation 
has not occurred) then the larger rating percent- 
age used and the monetary settlement becomes 
increased. The accompanying chart may serve 
guide what constitutes grasp loss commen- 
surate with the function loss. The estimates loss 
shown the chart are slightly modified from those 
presented Kirkpatrick,* giving figures higher 
allowable percentage loss some instances, which 
are felt commensurate with the amputations 
motion losses shown. (All physicians doing in- 
dustrial injury work should study the excellent arti- 
cle Kirkpatrick regarding grasp loss.) Experience 
has shown that excessive grasp loss rarely per- 
manent factor and rating such seldom justified. 

quite common for case submitted for 
rating which the physician indicates permanent 
disability consists amputation the middle 
finger, gives figures which represent per 
cent grasp loss, and states that the condition now 
permanent and static and ready for rating. Refer- 
ence the accompanying chart would show imme- 
diately that such opinion error. 

Another frequent difficulty the presentation 
permanent disability reports containing inadequate 
information regarding the disability which exists. 
Incomplete measurements function loss, improper 
description amputation level (which should 
based bone length and not soft tissue level), 
absence measurements atrophy, lack record- 
ing grasping power upper extremity injuries, 
failure describe shortening deformities secon- 
dary fracture other injury, and lack de- 
scription instability and the degree instability 
are common. This prevents accurate rating and 
usually results the injured person’s receiving 
lesser compensation award for his handicap than 
just. then either accepts inadequate award— 
perhaps not knowing inadequate—or becomes 
involved litigation, with expense, delay and often 
bitter reaction. 

One further shortcoming many reports 
physicians failure cover the problem subjec- 
tive complaints, which California are just 
important factors rating are objective find- 
ings. some cases, particularly cases injury 
the back, the subjective factors may far exceed 
rating weight the factors limited motion. Sub- 
jective disability without objective findings may 
result permanent total disability award some 
instances. Therefore, subjective complaints should 
thoroughly described. excellent article 
which includes the present standard 
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PER CENT GRASP LOSS COMMENSURATE 
WITH AMPUTATION LEVEL 


PER CENT GRASP LOSS COMMENSURATE 
WITH DISTANCE FINGERTIP MISSES 
MIDPALM FLEXION 


Finger 


classification, should available industrial phy- 
sicians when such problems arise. 

The following suggestions may help 
physician the preparation permanent disability 
reports. 


Distance (inches) fingertip misses mid-palm 


115 | 


The most accurate method determine when 
patient’s condition truly permanent and stationary 
repeated examination intervals varying from one 
three months, making sufficiently detailed descrip- 
tions the complaints and findings and accurate 
measurements function each report permit 
comparison and evaluation the progress the 
case. When apparent the condition has ceased 
fluctuate, either improvement retrogression 
and the findings are medically consistent with the 
injury, then the proper time for submission for 
rating. This period seldom less than six months 
following injury the simpler cases, and may 
long three four years—sometimes longer— 
complex cases. cases major hand injury 
maximum recovery rarely reached less than 
one year. upper extremity involved, the 
reports should always give results repeated tests 
grasping power, for some cases there steady 
improvement this respect until final disposition 
near, and then suddenly strength seems vanish. 
Adequate repeated reports such cases far 
assist the physician substantiating his final evalu- 
ation the degree grasp loss. 

When the final report formulated, the 
following factors should included: 


Subjective complaints should listed full, 
given the patient, and classified the ac- 
cepted standard degree. 

Deformities, scars and other cosmetic disfig- 
urement should described. 


Objective findings—such atrophy and short- 
ening—should carefully and completely covered. 
Descriptions impairment function should 
follow the accepted standard measurement given 
Evaluation Industrial Disability, Oxford Uni- 
versity Press, 1950. 


Grasp loss should shown three com- 
parative tests. 

Preexistent disabilities the area involved 
should segregated from the results the injury, 


or, they overlap, the examiner should apportion 
the amount due the injury being considered. 


Where the opposite side has been involved 
preexistent disability (preventing its use nor- 
mal for comparison), bilateral disabilities occur 
from the same injury, necessary for the exam- 
iner establish estimated normals for the particular 
individual order fairly reveal the disability 
that has resulted. 


The examiner should offer his own best evalu- 
ation the handicap resulting from subjective 
complaints—which may differ degree from the 
patient’s interpretation. Likewise the event 
excessive grasp loss evidence other exaggera- 
tion, should give his opinion the degree 
which these factors are present and reasons sub- 
stantiate his questioning the validity the find- 
ings. 

The physician should make attempt state 
percentage disability done some other 
states. 


conclusion there much that can done 
the physician accomplish accurate and fair per- 
manent disability awards the injured patient, pre- 
vent unnecessary expense insurance carriers, and 
reduce litigation which expense and delay 
both parties, attention devoted the necessary 
details this subject. 

“The evaluation disability injured em- 
ployee art comparable that the clinician 
medical 

2007 Wilshire Blvd., Los Angeles, California. 
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Loss Blood Operation 


Method for Continuous Measurement 


FRED BORDEN, M.D., San Jose 


MEETING THE HAZARDS surgical blood loss 
complex problem that old surgery itself. 
Factors preoperative blood volume and preopera- 
tive transfusion are included the problem, well 
the more obvious factors blood loss and blood 
replacement during and after operation. One aspect 
the problem, that obtaining blood for trans- 
fusion, has been solved the ready supply blood 
available through the blood bank system. But an- 
other aspect the problem still present and con- 
cerns, primarily, the indications for blood replace- 
ment during operation. Secondarily, concerns the 
plan for replacement. 

most effective when the need does arise, 
transfusion must started promptly, and balance 
must then maintained between loss and replace- 
ment. Hazards lie delaying the start transfusion, 
well transfusing too much too little. The 
skill and judgment required evaluate surgical 
blood loss, decide when transfusion needed, and 
plan and guide replacement have heretofore de- 
pended mainly clinical signs and symptoms. 
These signs and symptoms give quantitative in- 
dication the loss, nor are they even pathogno- 
monic blood deficit. Hence, skill and judgment 
these matters can most effectively applied, and 
can fully and reliably supported only when the 
blood loss measured continuously throughout the 
surgical procedure. 

method for continuous measurement surgical 
blood loss has recently been devised and has been 
clinically tested. utilizes for measurement the 
bloody sponges and the mixture blood and rinse 
water from the suction tube these waste materials 
are removed ‘from the surgical field. thus makes 
possible running account the blood loss through- 
out surgical operation. any stage the opera- 
tion quantitative answers can given such basic 
questions “How much blood has been lost 
far?”; per cent the patient’s blood volume 
does this loss represent?”; and, “How closely does 
transfusion match the loss now?” 

measuring blood loss continuously, significant 
deficit can recognized and replacement started 

Presented before the Section Ear, Nose and Throat the 85th 
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method for continuous measurement 
surgical blood loss has been devised and has been 
used clinically some 400 cases. The method 
combines volumetric measure the suction loss 
and gravimetric measure the sponge loss. The 
volumetric device automatically deducts the vol- 
ume rinse water used and thus measures the 
amount blood collected metering cylinder. 
The suction loss scale shows continuously the 
amount blood the metering cylinder. The 
gravimetric device requires counting sponges into 
the weighing pan, and turning dial scale 
deduct the initial weight the sponges. The 
volume blood the sponges then read 
directly the dial scale. Use the instrument, 
which under the supervision the anesthesi- 
ologist, adds about two minutes per hour the 
time normally required for counting the sponges; 
and about three minutes per hour required 
for tending the volumetric instrument. 

clinical use, knowing constantly the amount 
blood loss permits the starting transfusion 
before serious deficit develops, and then main- 
taining the patient’s blood volume 
determined optimum level. some 400 cases 
the continuous measurement the blood loss 
served reliable guide for carrying out the 
loss-replacement plan within close limits accu- 
racy. 


even before physical changes due blood loss be- 
come manifest. The blood volume can then kept 
within physiological limits tolerance the loss- 
replacement balance quantitatively maintained. 


METHOD MEASUREMENT 


newly devised volumetric method for measuring 
suction loss and gravimetric method for measur- 
ing sponge loss have been combined the design 
the instrument described this report. The in- 
strument has three component parts: The volumetric 
device for automatically measuring the blood col- 
lected suction; auxiliary suction bottles receive 
other liquids collected suction; and the gravi- 
metric device for measuring blood collected 
sponges and drapes. These components are shown 
the photograph the instrument, and the 
schematic drawing (Figures and 2). 

The gravimetric device consists spring bal- 
ance having rotatable dial scale specially graduated 
read directly cubic centimeters blood, and, 
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BORDEN 


FOR CONTINUOUS MEASUREMENT 
SURGICAL BLOOD LOSS 


TUBE 


WEIGHING 
PAN SPONGE LOSS 
DIAL SCALE 


GRAVIMETRIC DEVICE 


concentric with the dial, stationary scale 
which the graduations indicate number and kind 
sponges. arm attached the dial scale serves 
sponge count indicator. rotating the dial scale 
the arm indicates the stationary scale the num- 
ber and kind sponges that are counted into the 
weighing pan, the dry weight the sponges 
automatically deducted from their gross weight. The 
reading the pointer the dial scale will there- 
fore show directly the net volume blood the 
sponges. calculations conversions are nec- 
essary. 

The volumetric device comprises: reservoir for 
dispensing rinse water; unmarked glass metering 
cylinder for collecting the rinse water and aspirated 
blood; new kind surgical suction tube* for the 
two-fold purpose automatically transferring rinse 
water from the reservoir the metering cylinder 
and aspirating blood from the surgical field into the 
metering cylinder; mechanical differential linkage 
for automatically measuring the blood col- 
lected the metering cylinder; and selector valve 
system for regulating and directing the orderly 
collection and disposal liquids. 

use, rinse water transferred continuously 
from the reservoir the metering cylinder means 


surgical suction tube. 


STANDARD 
STARTING MARKS 


SPONGE 

DEDUCTION DRIP-FLOW 
SCALE INDICATOR 

SPONGE / 

COUNT 

ARM 


TUBING 
RINSE TRANSFER CONDV/T 


Figure devices used combination maintain continuous accounting loss blood operation—the 
scale for measuring the amount blood sponges, and the volumetric device for metering the amount removed 


DIFFERENTIAL LINKAGE 


ASPIRATING 


SELECTOR 
VALVE 


SCALE 


VACUUM 


STORAGE 
METERING CYLINDER 


SURGICAL 
SUCTION TUBE 


VOLUMETRIC DEVICE 


the surgical suction tube. The suction tube auto- 
matically self-rinsing, and connected the volu- 
metric device twin rubber tubing. The small 
rinse-transfer conduit the twin tubing carries 
continuous drip-flow water from the reservoir 
the interior the surgical suction tube, and the rinse 
water then carried suction through the large 
aspirating conduit into the metering cylinder. 
this means the surgical suction tube and the aspirat- 
ing conduit are rinsed continuously. This flow pat- 
tern through the self-rinsing suction tube constitutes 
hydraulic linkage between the rinse reservoir and 
the metering cylinder, and integral part the 
automatic system for measurement the blood col- 
lected suction. 


scale graduated cubic centimeters sus- 
pended from one side the differential linkage and 
free move and down along the wall the 
metering cylinder. float the reservoir sus- 
pended from the other side the differential linkage. 
The movement the scale thus correlated the 
movement the float, and the mechanical linkage 
between float and scale thereby integrated with 
the hydraulic linkage between reservoir and meter- 
ing cylinder. This system the means for auto- 
matically deducting the volume the rinse water 
from the total contents the metering cylinder. 
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Figure unit used operating room. 
The sponge loss reads 330 the suction loss scale 
470 


preparation for use, rinse water levels the 
reservoir and metering cylinder are adjusted 
standard starting marks. The scale then adjusted 
read zero the starting level water the 
metering cylinder. After these levels are established, 
continuous drip-flow approximately pint 
hour started through the surgical suction tube and 
continued until the close operation. This trans- 
fer rinse through the suction tube from 
reservoir metering cylinder causes the water level 
the reservoir fall and the level the metering 
cylinder rise proportional amount. the 
float falls, response withdrawal rinse water 
from the reservoir, the scale rises the same pro- 
portional amount that the scale continues read 
zero reference rinse water. 

When blood aspirated into the metering cylin- 
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der raises the liquid level, but does not raise the 
scale. Thus new reading shown the scale, and 
indicates the amount blood that entered the 
cylinder. Successive increments blood are thus 
automatically metered and totaled. The reading 
the scale, therefore, always indicates the total amount 
blood the metering cylinder. 

whatever height the scale may along the 
cylinder wall, the liquid below the zero mark repre- 
sents the amount rinse water the cylinder, and 
the above the zero mark represents the amount 
blood. 

continue the measuring process beyond the 
capacity the metering cylinder, selector valve 
provided which the mixture blood and rinse 
water can valved off from the metering cylinder 
into the storage flask. the same time the reservoir 
must refilled with rinse water. The combined proc- 
ess “refill and withdrawal” lowers both the suction 
loss scale and the liquid level the metering cylin- 
der. The full capacity the metering cylinder thus 
made available again for continued measurement. 
This process “refill and withdrawal” can re- 
peated often the surgical procedure requires. 

For aspirating liquids other than blood from the 
surgical field conventional suction tube used. 
connected the liquids not enter the meter- 
ing cylinder but are aspirated directly into one 
two auxiliary suction bottles, either which can 


removed without interrupting the suction the 


operation the instrument. separate connection 
provided for aspirating liquids from the patient’s 
respiratory tract, and thus the “airway suction” can 
kept ready for instant use. 

The instrument has been developed for routine 
use wide variety surgical conditions. During 
the surgical procedure its use under the super- 
vision the anesthesiologist, and the circulating 
nurse assists him needed. attention from other 
operating room personnel required for making 
and recording the measurements. The surgeon’s usual 


can used for clearing blood from the 


surgical field except for limiting the use the self- 
rinsing suction tube the aspiration blood, and 
using conventional suction tube for aspirating 
other liquids from the surgical field. Sponges, suc- 
tion, both can used desired. 

Time-motion studies show that takes very little 
time measure surgical blood loss this method. 
The sponge loss measurement organized that 
counting and weighing number sponges and 
recording the amount blood them takes only 
seconds. This repeated whenever num- 
ber sponges accumulate, and averages three six 
times per hour. Measuring the sponge loss thus adds 
only two minutes per hour the time normally re- 
quired for counting the sponges. 
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TABLE 1.—Distribution 135 Cases According 
Loss Blood, Per Cent Blood Volume. 


Per Cent Loss 


Median. Average. 


The suction loss measurement entirely auto- 
matic, the amount blood the metering cylinder 
being shown continuously the suction loss scale. 
When the metering cylinder more than half filled 
with blood-rinse mixture, the liquid must valved 
off and the rinse reservoir refilled. This combined 
refill and withdrawal takes from seconds. 
Thus, operation involving blood loss 500 
700 cc. per hour, about one two minutes per hour 
required for tending the volumetric device. Entries 
the written record take about seconds each, and 
are made two four times per hour. 

the start the day, minutes required 
put sterile parts place and ready the instrument 
for the first case. Between cases, minutes 
needed change suction tubes and refill the rinse 
reservoir. After the last case the day, 
minutes required clean the instrument and wrap 
the rinse water delivery conduits for sterilizing. 


The instrument has been tested testing labora- 
tory well the surgery where has been used 
some 400 cases. Some the data collected 
these cases are presented here illustrate the use 
the method. These data were collected O’Connor 
Hospital, San Jose Hospital, and Santa Clara County 
Hospital San Jose; Palo Alto Hospital Palo 
Alto, and Stanford University Hospital San Fran- 
cisco. 


CLINICAL USE THE METHOD 


Blood loss measurements were made 135 cases 
tonsillectomy taken random. Table shows 
the distribution the 135 cases according the 
amount blood lost. The loss reported terms 
per cent the patient’s estimated preoperative 
blood volume, using 66.6 cc. per kg. body weight 
the basis. The losses ranged from per cent 
per cent, the majority the cases falling 
the range per cent per cent. The median for 
this distribution was per cent, and the average 
blood loss for the series was per cent. 

Table shows data cases selected from the 
series 135. The cases were listed according the 
per cent loss blood. Except for the two extremes, 
two cases are reported from each the percentage 
groups shown Table 1—the patient who weighed 
the most and the patient who weighed the least. The 


TABLE 2.—Results Surgical Blood Loss Measurements Made 
with the Borden Hemorremeter Cases Tonsillectomy. The 
Per Cent Loss Expressed Terms Preoperative Blood 


Volume. 
Estimated 
Age Weight Volume Loss Loss Volume 
Years Lb. ec. ec. ee. ec. Per Cent 
164 4900 220 230 
195 5900 270 300 
170 5100 320 320 
120 3600 240 250 
180 5400 400 460 
131 4000 370 430 
125 3800 380 440 


125 3800 515 530 


total blood loss ranged from cc. 530 cc. The loss 
cc. was per cent the patient’s blood volume 
and the loss 530 cc. was per cent the pa- 
tient’s volume. That expressing loss per cent 
preoperative blood volume the more informative 
way report illustrated comparing some 
the cases. the group which the loss was per 
cent total volume, for example, one patient lost 
230 cc. and the other lost cc. While the difference 
volume was great, the losses represent the same 
proportion each patient’s preoperative blood vol- 
ume. The greater significance loss reported 
per cent further illustrated when apparently 
“average” loss compared two patients. 
cc. loss represented per cent one case, while 
another the same volume represented per cent. 
Table similar standard printed form 
that used record the blood loss measurements 
and related data. The data Table were 
taken actual case lobectomy. During the 
514 hours the operation, ten lines the record 
form were filled in, providing running account 
the blood loss and replacement throughout the 
operation. The total blood loss mounted 2,485 
and total 2,500 cc. replacement blood 
was infused. provide margin safety, 
surplus 200 cc. was planned the maintenance 
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TABLE 3.—Hemorrometer Loss-Replacement Record Case 170-pound Man, Years Age, Undergoing Right Upper Lobectomy for 


Tuberculosis. 
Estimated “normal” blood volume, based patient’s 5100 ce. 
Adjustment factor, based the patient’s —10% —500 
Pre-op blood volume, based patient’s weight and 4600 cc. 
Tolerance for: 
Planned maintenance level: 
wy Blood in Total 
Ce. With- Cumu- Sponge Blood Loss 
With- drawal lative Suction Loss Cumu- Esti- (Cross Replacement 
drawn Reservoir (Col. 1 Total of Loss (From lative mated Total Cols. Time Surplus 
from Refill Minus Column Seale Tally Total of in 4, 5, 7,8) Start 8:10 Cumulative or 
Cylinder ce. Col. 2) 3 Reading Record) Column6 Drapes Volume Stop 1:25 Total Deficit 
500 100 225 9:15 500 +275 
500 350 160 260 150 760 10:20 900 +140 
500 300 200 200 260 150 760 10:30 900 +140 
200 280 330 150 960 11:27 1350 +390 
500 200 330 150 1090 11:28 1450 +360 
500 200 300 500 250 380 150 1280 11:51 1550 +270 
500 300 200 700 400 240 620 150 1870 12:20 1750 —120 
500 200 300 1000 200 310 930 150 2280 12:55 2300 
1000 225 180 1110 150 2485 1:25 2500 


level; that is, replacement was planned 200 
greater than the loss. Comparing the replacement 
surplus deficit with the planned maintenance 
level shows how closely the plan was carried out. 
The maximum surplus recorded was 390 cc. 
deficit 120 cc. was recorded one stage the 
operation. The transfusion rate was immediately 
increased, that minutes later there was 
surplus cc. the close operation the vol- 
ume transfused was cc. greater than the volume 
lost. should noted that while actual measure- 
ments the sponge loss and suction loss were made, 
the loss drapes was estimated visually. However, 
even per cent error this estimate would 
introduce only per cent error the total 
volume. 

Table summary the loss-replacement rec- 
ords selected cases major surgical operation. 
Most the cases represent types operation which 
their nature usually require transfusion. Replace- 
ment blood was given all the cases cited. The 
“Hemorrometer Loss-Replacement Plan” was formu- 
lated before operation meet the particular needs 
each case. The plan directed toward quantitative 
maintenance optimum blood volume. This plan 
included estimate the patient’s tolerance for 
deficit, tolerance for surplus and the planned main- 
tenance level, these figures being expressed with ref- 
erence the estimated preoperative blood volume. 
some instances when tolerance for deficit was 
reached, transfusion was begun without waiting for 
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appearance clinical signs deficit. After trans- 
fusion was started, comparison the replacement 
surplus deficit with the planned maintenance level 

served guide the rate transfusion. Comparison 
the maximum recorded surplus and deficit the 
individual cases (Table indicates how well the 
patient’s blood volume was maintained throughout 
operation. 

The highest blood loss recorded was case 
lobectomy (Case 2), which 4,540 cc. was lost and 
4,500 cc. replacement blood was given. However, 
the replacement was not such close agreement with 
the loss all times. one stage the operation 
there was surplus 315 cc., and later stage 
sudden massive effusion resulted temporary 
deficit 800 cc. example matching replace- 
ment loss more closely provided the third 
case mitral commissurotomy (Case 9). Here, the 
plan was maintain the patient’s blood volume un- 
changed. Comparisoa the maximum recorded 
surplus and deficit with the planned maintenance 
level indicates how well the plan was carried out. 
Throughout the operation, the patient’s blood volume 
did not vary more than plus minus per cent 
from his preoperative blood volume. 

The lowest losses recorded were two cases 
operation very young patients (Cases and 20). 
Case 19, because severe anemia, was planned 
maintain sizable surplus throughout operation. 
Accordingly, transfusion was started immediately 
before operation, and surplus thus maintained 
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throughout. Case 20, the plan was maintain 
the preoperative blood volume unchanged through- 
out operation. The maximum recorded surplus and 
deficit show how well the plan was carried out. 

Case presents situation which the blood 
volume was rather severely depleted due massive 


was indicated. Transfusion was started before opera- 
tion began, and surplus was maintained except for 
half-hour period during which extensive bleeding 
resulted deficit amounting 520 cc. (in refer- 
ence already depleted preoperative volume). 
increasing the transfusion rate promptly, the deficit 


was met with minimum embarrassment cardio- 
vascular function. 
220 Meridian Road at Park Avenue, San Jose. 


bleeding before operation. the basis the pa- 
tient’s low hematocrit and hemoglobin concentra- 
tion, preoperative replacement surplus 1,000 cc. 


AWARD 


RECOGNITION continuing support and advancement American medical education, the Cali- 
fornia Medical Association’s nonprofit subsidiary, the Audio-Digest Foundation, was awarded the 
above scroll the 1957 annual meeting the American Medical Association. 


Praising the Foundation’s monetary and educational contributions the nation’s medical 

schools, the American Medical Education Foundation called the new tape-recorded medium “un- 

usually effective educator for the busy physician and unselfish supporter medical schools 
through its expanding financial resources.” 

Operating from offices Glendale and Los Angeles, Audio-Digest now serves physicians 

every part the globe and, each year, turns over portion its reserve profits the A.M.E.F. 

for distribution medical schools all over the country. 

Edward Rosenow, Jr., M.D., Pasadena, chairman the C.M.A. Committee Postgraduate 

Medical Education, serves editor-in-chief, with Claron Oakley editor and narrator the 

five different programs General Practice, Surgery, Pediatrics, Obstetrics-Gynecology, and Inter- 

nal Medicine. 

Similar awards have been made the California Medical Association for contributions the 

A.M.E.F. 1955 and 1956. 
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Extracutaneous Manifestations Kaposi’s Sarcoma 


Systemic Lymphoblastoma 


ERVIN EPSTEIN, M.D., Oakland 


ONE THE PLEASURES dermatology the occa- 
sional instance which cutaneous manifestations 
are accurately pathognomonic obscure internal 
disease, that one able enlighten internist 
other overlapping specialist what ails patient 
systemically. While most dermatologic patients have 
skin conditions only, there the rare occasion when 
the dermatologist presents the key unlock vis- 
ceral riddle. This has led extensive study such 
rare entities necrobiosis lipoidica diabeticorum, 
acanthosis nigricans and host other cutaneous 
patterns this category. 

Kaposi’s idiopathic multiple hemorrhage sarcoma 
one the more serious cutaneous entities. The 
possibility visceral involvement has been recog- 
nized for many years dermatologists but 
rather hazy fashion. Most skin specialists consider 
this condition comparatively benign, but 
can threat health and life. 

The diagnosis extracutaneous Kaposi’s sarcoma 
must made x-ray examinations plus the obser- 
vation cutaneous lesions histopathologic 
study surgical postmortem specimens. Visceral 


‘involvement occurs about per cent cases 


Kaposi’s sarcoma. According 129,000 
tumors were reported cooperating hospitals 
the California Tumor Registry between 1942 and 
1954, Only cases Kaposi’s sarcoma were in- 
cluded, incidence 0.01 per cent. only 
these cases had diagnosis been confirmed 
histologic examination. only one these was 
there visceral involvement. Undoubtedly visceral in- 
volvement would noted more cases all 
patients with these tumors the skin were followed 
autopsy. 


SITES INVOLVEMENT 


Twenty-eight published reports cases sys- 
temic Kaposi’s sarcoma were reviewed. The findings 
those cases plus observations seven cases re- 
ported for the first time this communication con- 
stitute the material for this portion the discussion. 


From the Department Dermatology, Highland-Alameda County 
Hospital, Oakland. 


Chairman's Address: Presented before the Section on Dermatology 
and Syphilology at the 86th Annual Session of the California Medical 
Association, Los Angeles, April 28 to May 1, 1957. 


Kaposi’s sarcoma may affect any system the 
body. Serious difficulties occur only when the 
heart, lungs gastrointestinal tract are affected. 
Usually, involvement other viscera causes 
clinical symptoms. 

This neoplasm thought low-grade 
lymphoblastoma. This idea relationship 
based clinical and histologic association 
Kaposi’s sarcoma with the lymphoblastomas more 
commonly than would anticipated from the 
rarity the conditions under consideration. 
This concept strengthened the occasional 
seeming mutation Kaposi’s sarcoma into 
lymphoblastoma. The 
thelial hyperplasia Kaposi’s sarcoma another 
link the evidence relationship. 


The gastrointestinal tract was involved the most 
frequently (23 cases approximately per cent). 
The lesions may occur any portion from the lips 
the rectum. Nodules within the easily visible oral 
cavity are not unusual. However, the stomach and 
intestines are the most common sites. Most subjects 
with Kaposi’s sarcoma the skin complain 
intraabdominal pain even though roentgen ray ex- 
amination may negative. rule, the lesions 
are multiple. For instance, Dillard and Weidman® 
found more than hundred blood-red tumors along 
the intestinal tract patient autopsy. Sea- 
grave”! mentioned observing nodules feet 
small intestine. The lesions tend nodular and 
rounded conical mushroom-shaped. They in- 
volve the submucosa, seldom invading the muscula- 
ture, perforation unexpected. palpation the 
neoplasms are soft semicystic. When seen through 
the epithelial covering cross-section, the tumors 
may white flesh colored marbled with red 
and white streaked speckled They 
may much 6.0 cm. diameter. Symptoms 
are few. Hemorrhage one the more common. 
remarkable that this does not occur more fre- 
quently, for the neoplasm vascular and covered 
only thin layer epithelium. Intestinal ob- 
struction less common and when occurs 
likely partial. The tumors grow slowly, per- 
mitting adaptation the adjacent normal tissues. 
Also, they are soft and compressible, obstruction 
uncommon, Loss weight and vomiting seldom 
results from these growths. Lesions the intestinal 
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tract seem more radiosensitive than those 
the skin. 


The patient was 74-year-old man, born 
Poland. About years previously, Kaposi’s sar- 
coma the feet, legs, hands, wrists, ears, nose and 
tonsils had developed. After some five years, x-ray 
therapy had been given and the lesions were 
eradicated. There had been cutaneous recurrence. 
The patient complained “stomach” pains for 
least years. Gastrointestinal roentgen studies 
were consistently negative for abnormalities. The 
intraabdominal condition had been classified 
various internists host appellations ranging 
from “ulcer” “amebiasis.” The symptoms had not 
been disabling the patient. 

June 1956, severe gastrointestinal hemorrhage 
from the rectum occurred. Tarry stools and bright 
red blood were passed. The patient was hospitalized 
immediately but despite conservative measures the 
bleeding continued. From 1,000 1,500 cc. 
whole blood was required daily maintain the 
blood volume and cellular constituents. The patient 
vomited once but there was blood the vomitus. 
X-ray studies showed lesion the second part 
the duodenum. X-ray therapy the abdomen was 
carried out and within hours the bleeding stopped. 
There has been recurrence date. 


Visceral lesions may present without cutaneous 
tumors, the following case. 


80-year-old man had had epigastric 
pain intermittently for ten years. preoperative 
diagnosis duodenal ulcer had been made. 
surgical exploration, area thickening and scar- 
ring was found the prepyloric area. Subtotal gas- 
and gastrojejunostomy were done. 
Upon microscopic examination the removed speci- 
men, healed prepyloric ulcer and diffuse involve- 
ment the stomach Kaposi’s sarcoma were ob- 
served. Acute hemorrhage developed the sixth 
postoperative day. The possibility that the bleeding 
might due duodenal involvement with this 
tumor was considered. Roentgen irradiation, 1,000 
divided doses was given the area and the bleed- 
ing promptly stopped. Recovery was uneventful. 


Next frequency involvement the reticulo- 
endothelial system. The liver was affected 
the cases reviewed, and the spleen four in- 
stances. These structures are considered together 
since the changes are similar. Usually the involved 
organ enlarged. Commonly, both viscera are af- 
fected the same patient. There may evidence 
cirrhosis even Banti’s syndrome (see Case 4). 
Nodules Kaposi’s sarcoma may noted both 


organs. However, reticuloendothelial hyperplasia 


not uncommon. The same changes may found 
the lymph nodes. These structures (superficial 
deep) were observed enlarged eight patients. 
Probably such enlargement more frequent than 
indicated these figures. occurs with with- 
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out ulceration the cutaneous lesions. The changes 
found operation autopsy were identical with 
those seen other organs the reticuloendothelial 
system—that is, tumor reticuloendothelial hyper- 
plasia both. must emphasized that hyper- 
plasia the reticuloendothelial system may occur 
this condition the absence tumor nodules. 
The mediastinal intraabdominal nodes were af- 
fected most instances visceral Kaposi’s sarcoma 
which surgical operation autopsy was done. 


53-year-old man, who had had exten- 
sive Kaposi’s sarcoma the arms and legs for 
years was admitted hospital two weeks after fever 
and coughing developed. examination moist 
rales throughout his lung fields were noted. There 
was generalized superficial lymphadenopathy. The 
liver and spleen were enlarged. Moderate jaundice 
was present. Erythrocytes numbered 1,500,000 per 
cu. mm. blood. postmortem examination Ka- 
posi’s sarcoma the skin, thyroid, ilium and lungs 
and the hilar, retroperitoneal and iliac lymph 
nodes was observed. 


Surprisingly, the genitourinary system was in- 
volved seven instances—the kidneys three cases, 
the testes two and the urethra and bladder one 
each. There were few signs symptoms during life 
suggest invasion this tract. the patient with 
the urethral lesion, stricture developed. all in- 
stances, the involvement was manifested tumors 


the organs question. 


Bones were involved six the cases here 
reviewed. This included the vertebrae, hands, legs 
and feet. These lesions were tumors arising from 
extension the cutaneous masses neoplasms de- 
veloping independently within the osseous structure. 
According bone involvement frequent 
Kaposi’s sarcoma. found all three cases 
studied and expressed the belief was due 
increased circulation through the skeletal system 
resulting from overlying cutaneous tumors. How- 
ever, was concerned with osteoporosis which 
could have resulted from the age and general con- 
dition the patients studied. the case reported 
Ronchese and cystic areas rarefaction 
were found the medulla the fingers and toes. 
The investigators believed that such lesions were not 
due increased circulation, since there was rare- 
faction under large tumor masses, extension 
from overlying neoplastic growths since there were 
such lesions over the rarefied areas. Most the 
lesions the bone were proved neoplastic 
autopsy examination. 

The respiratory system including the trachea, 
bronchi, pleura and parenchyma the lungs was 
affected eight instances. Commonly the lesions 
were multiple. The symptomatology was that 
intrathoracic tumor and depended the exact loca- 
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tion and size the new growth. Cough, hemoptysis, 
pleurisy and loss weight were common, but 
some reported instances there were such symp- 
toms. Roentgen examination showed multiple lesions 
those instances which such investigations were 
performed. The conditions observed roentgenograph- 
ically may simulate those pneumonia, tubercu- 
losis tumor. Results bronchoscopic examina- 
tion, carried out two cases, were negative, were 
examination pulmonary secretions the Papani- 
colaou method. 


The patient, 67-year-old man, had no- 
ticed weakness 1947 and upon examination 
that time enlargement the spleen and anemia 
were noted. 1949, Kaposi’s sarcoma developed 
the feet, legs and penis. The diagnosis was made 
clinically and confirmed histologic examination. 
examination August 1951, addition the 
already noted conditions, enlargement the liver 
was observed. About month later, splenic infarct 
developed, possibly secondary cortisone therapy. 
about that time cough was noted, accompanied 
mucopurulent sputum. The lung fields, which had 
been clear, now showed inspiratory rales and de- 
creased breath sounds and fremitus over the right 
lower lung fields, Thoracentesis was carried out and 
150 cc. sterile straw-colored fluid was withdrawn. 
Roentgen examination showed mottled process 
scattered throughout the right lung fields, suggestive 
sarcomatosis. This condition improved with x-ray 
therapy. The patient also had leukopenia (as few 
950 leukocytes per cu. mm.). About year later, 
the patient killed himself jumping out win- 
dow. the coroner’s autopsy involvement the 
right lung and peritoneum nodules Kaposi’s 
sarcoma was noted and there was reticuloendothelial 
hyperplasia the liver and spleen. 


Cavities may noted the lung, the fol- 
lowing case. 


76-year-old man, first noted multiple 
nodules the left foot 1950. March 1954 
severe cough and hemoptysis developed. Roentgen 
ray examination revealed diffuse infiltrating proc- 
ess throughout the right lung. Cavitation was 
prominent feature. There was little response 
x-ray therapy. 

April 1954, the patient was admitted the 
hospital with left pneumothorax and incomplete 
aeration the right lung due partial occlusion 
the main stem bronchus. This was followed 
pronounced subcutaneous emphysema. The condi- 
tion the patient continued deteriorate and 
died June 1954, autopsy nodules and cystic 
cavities the lungs, ulcerated nodule the 
stomach, nodular, ulcerated polypoid lesions 
the jejunum and ileum, nodule the perirenal 
sac the left kidney, tumorous nodule the 
pancreas and tumor involvement throughout the 
parietal region the brain plus involvement the 
cerebellum the right side the region the 
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dentate nucleus were observed. The lesions were his- 
tologically identified Kaposi’s sarcoma. addi- 
tion there was medullary hyperplasia the adrenals, 
and reactive hyperplasia and tumor formation 
the lymph nodes. 


The endocrine system was affected six cases— 
the pancreas two, the thyroid two and the 
adrenal glands two. 


The patient, 54-year-old man, had 
lesion the leg three years duration which had 
been diagnosed study biopsy specimen 
epidermoid carcinoma. The lesion responded poorly 
irradiation. The condition the patient deteri- 
orated and had lost pounds the two 
months before the present examination. Hemopty- 


sis and cough had developed two weeks previously. 


physical examination, rales and dullness the 
base both lungs were noted. The heart sounds 
were faint. Subcutaneous masses were noted the 
abdomen and chest. There was pronounced enlarge- 
ment inguinal lymph nodes. The hemoglobin 
value was per cent and erythrocytes numbered 
1,900,000 per cu. There were 18,350 leukocytes 
per cu. mm. autopsy, tumors Kaposi’s sarcoma 
were observed involving the skin, lungs, small in- 
testines (multiple nodules), omentum and both 
adrenal glands. 


interesting observation this respect was the 
report Hurlburt and pointing out that 
Kaposi’s sarcoma may coexist with diabetes mellitus. 
The obvious inference that the latter secondary 
the neoplasm. However, seems unlikely that the 
tumor would destroy the entire gland would selec- 
tively invade the islets Langerhans. the only 
one the cases studied Hurlburt and Lincoln 
which autopsy was done, the changes the pan- 
creas were considered vascular basis. 
Ronchese and pointed out, probably the 
relationship more coincidental than real. None 
the patients the present study had diabetes. In- 
volvement the thyroid and adrenal glands was 
“silent” clinically also. 

The heart was the site tumors five instances. 

expressed belief that cardiac involvement 
could diagnosed clinically definite chain 
symptoms and signs. described this 
acute upper respiratory infection which became 
subacute and was manifested cough, malaise, 
night sweats, sputum and hemoptysis. men- 
tioned edema the face and cyanosis other 
characteristics. Fever also was common—as high 
101°F. some cases. all cases which x-ray 
examination was done, tumor the right auricle 
with pericardial effusion was observed. Choisser and 
reported two instances tumor occurring 
the right auricle, causing ball-valve type 
obstruction the tricuspid orifice and bringing 
about rapid death. However, cutaneous lesions were 
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not present the cases reported Weller and 
Choisser and Ramsey, and possible the tumors 
were another type, although histologically resem- 
bling Kaposi’s sarcoma. fact, the tumors those 
instances might better classified angioreticulo- 
endotheliomas rather than Kaposi’s sarcoma. 
Tumors may occur any part the heart asso- 
ciation with cutaneous manifestations and may 
cause pericarditis, effusion, heart block, arrhythmia 
cardiac failure. 


The patient, 77-year-old man, had 
long medical history serious conditions requiring 
operation, and refusal submit operation. 
Included were ulcerative colitis, acute cholelithiasis, 
adenocarcinoma the rectum and prostatic hyper- 
trophy. also had complete heart block. Cutane- 
ous nodules developed 1948. The patient was 
admitted hospital February 1952 because 
bloody vomitus hours’ duration. examina- 
tion, was believed was uremic with hemorrhagic 
diathesis. Suprapubic prostatectomy was attempted 
but the patient died the operating table. au- 
topsy involvement the heart was noted (nodules 
the fatty portion, the left ventricle, and the 
tricuspid also nodules the small intestines 
(especially the duodenum) and tumor masses 
the adrenals and the lymph nodes. Microscopic 
examination showed all these lesions Kaposi’s 

The brain was invaded one instance and the 
spinal column one. 


The conjunctiva was site involvement 
one case. 

Muscles are affected occasionally extension 
from the skin independent tumors. 


LABORATORY FINDINGS 


Other than histopathologic and roentgen-ray ex- 
amination, laboratory studies have not been produc- 
tive diagnostic tests. Mild severe anemia 
common. This may the presenting symptom, 
Case the presence pulmonary or, more 
commonly, gastrointestinal hemorrhage, hemoglo- 
bin and erythrocyte values may fall extreme lows. 
such instances, transfusions may imperative. 
Mild eosinophilia common. Leukocytosis—15,000 
20,000 cells per cu. mm.—may present, 
there may leukopenia, Case Frequently 
there increase monocytes and transitional 
cells. The differential count may show many 
per cent Flarer cells (abnormal monocytic cells 
shifting toward the lymphoid However, this 
phenomenon not found all cases nor the 
presence this cell pathognomonic Kaposi’s sar- 
coma. The bone marrow may hyperplastic, with 
increase mononuclear reticuloendothelial 
cells. 
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Abnormalities the urine, stool, vomitus and 
effusions are those associated with tumor the 
involved organ. Usually abnormal cells are 
demonstrable the Papanicolaou method. Results 
liver function tests vary, but there severe 
hepatic involvement, damage may indicated 
such tests. 


RELATIONSHIP LYMPHOBLASTOMAS 


Since Kaposi’s sarcoma, lymphoblastomas and leu- 
kemias are all unusual conditions, the frequent co- 
existence these entities must given considera- 
tion beyond that ordinarily paid the presence 
two more the commoner diseases the same 
host. 


73-year-old man, had respiratory tract 
disease diagnosed bronchopneumonia Novem- 
ber 16, 1952. The temperature was 102°F. and 
coarse rales were heard the right lung fields. 
These symptoms abated when penicillin was given 
parenterally. However, three four days later 
there was recurrence fever and area con- 
solidation was noted the base the lung the 
right side. The conditions improved when aureomycin 
was administered mouth, but the patient coughed 
constantly and commenced expectorate large 
amounts mucoid sputum tinged with blood. Upon 
roentgen examination, partial consolidation the 


_right lung and pleural effusion were noted. about 


this time cutaneous lesions diagnosed clinically and 
biopsy Kaposi’s sarcoma developed the 
lower limbs and the left lower eyelid. The lesion 
the eyelid responded temporarily x-ray therapy. 
The pulmonary condition persisted and the cutane- 
ous lesions became more pronounced. The patient 
died September postmortem examina- 
tion, Hodgkin’s disease confined the right lung 
and pleura was observed, addition the cutane- 
ous lesions Kaposi’s sarcoma. 


review the literature 1954, Pack and 
found reports seven cases Kaposi’s 
sarcoma associated with Hodgkin’s disease leu- 
kemia mycosis fungoides. They added reports 
two additional cases which giant follicular lymph- 
oma disease) was associated with 
Kaposi’s sarcoma. Allen’ stated that review 
the literature had found reports cases 
which Kaposi’s sarcoma and lymphoma were 
present the same patient. five those cases 
the lymphoma was Hodgkin’s disease, four lym- 
phatic leukemia, three lymphosarcoma, two 
mycosis fungoides and one myelogenous leukemia. 
Allen also noted that seven cases Kaposi’s 
sarcoma studied the Memorial Cancer Center, the 
patient had lymphoblastoma also. This asso- 
ciation about per cent, very high figure 
indeed. reported eight cases which lympho- 
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blastoma was present (the seven cases already men- 
tioned and one other that studied elsewhere). 
four the eight was Hodgkin’s disease, 
two mycosis fungoides, one lymphosarcoma and 
one reticulum-cell sarcoma. Independent lesions 
both diseases were found some patients, while 
others histologic study revealed changes both 
conditions within the same cutaneous lymph 
node tumor. The association these two pathologic 
conditions the same lesion was reported 
1943 and later (in the same patient) Sachs 
and Lane and reported 
patient with Kaposi’s sarcoma, mycosis fungoides 
and lymphatic leukemia. Therefore, seems possible 
that Kaposi’s sarcoma may low-grade lympho- 
blastoma that may undergo mutation resemble 
one the other members the group. well 
known that mycosis fungoides, Hodgkin’s disease, 
lymphosarcoma and other more malignant forms 
this group may this. The frequency hyperplasia 
the reticuloendothelial system with lymphaden- 
opathy, hepatomegaly and splenomegaly Kaposi’s 
sarcoma adds weight this concept. 

Histopathologists recognize four stages Kaposi’s 
sarcoma—inflammatory, angiomatous, granuloma- 
tous and sarcomatous. possible that fifth 
stage, lymphoblastomatous, may occur this con- 
dition. 

get the opinion others, seven the leading 
dermatopathologists were asked two questions: 
the histopathology Kaposi’s sarcoma and the 
lymphoblastomas distinct that would im- 
possible confuse the two? Could that there 
fifth, lymphoblastomatous, histologic stage 
Kaposi’s sarcoma? 

the whole, all seven preferred believe that 
the conditions under consideration should con- 
sidered distinct. Yet, selected sentences lifted out 
the context their replies might give different 
interpretation. examples: 

said, may right that there 
fifth phase Kaposi’s sarcoma, but have never 
seen it.” quote “Now then, being all 
reticuloendothelial origin [he was speaking 
the lymphoblastomas and Kaposi’s sarcoma], there 
are stages these conditions which may mis- 
taken for each other.” And again, have never 
seen Kaposi’s sarcoma into lymphoblastom- 
interesting thought.” observed, 
“Kaposi’s sarcoma can terminate reticulum cell 
sarcoma possibly even hemangio-endotheli- 
oma.” And, “It foolish try draw too sharp 
lines distinction, there are many variants.” 
contributed, would favorably consider 
the hypothesis that lymphoblastoma might develop 
Kaposi’s, possibly not fifth stage beyond the 
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sarcomatous one, but rather side branch.” 
Caro* said, “All aspects and interrelationships 
the lymphoma group are still very confused.” Only 
and refused consider this 
possibility. Weidman pointed out, “Once again, 
Kaposi’s sarcoma being essentially vascular, 
think that one stretching things too much con- 
tend for lymphoblastomatous stage the basis 
more possible relate the true lymphomas and 
Kaposi’s sarcoma purely histologic grounds than 
the basis strictly clinical changes. How- 
ever, putting all the evidence together, there 
strong suggestion that this sarcoma should in- 
cluded the lymphoma group. 

separate correspondence regarding Case 
stated, believe the two diseases (lymphoma 
and Kaposi’s sarcoma) are related, that say, 
that they are both manifestations disorder 
the reticuloendothelial system.” Dorffel’ felt that 
Kaposi’s sarcoma was reticuloendotheliosis his- 
tologic evidence. 

order establish whether Kaposi’s sarcoma 
should considered lymphoblastoma, one must 
define this group diseases. Perhaps Eller’s® con- 
cept good any. stated: “The term lymph- 
oma has been applied group diseases, the 
etiology which unknown. They are character- 
ized proliferation lymphatic reticuloendo- 
thelial tissue which may occur the skin well 
any other organ the body.” Acceptance 
this definition would suggest that Kaposi’s sarcoma 
should included this group after consideration 
the previously offered facts. 

All all, there too much evidence ignore 
the possible relationship between the lymphoblas- 
tomas and Kaposi’s sarcoma. Kaposi’s sarcoma 
cannot undergo mutation into fifth side stage 
that histologically resembles lymphoblastoma— 
and has not been established that this impossible 
—then might have common etiologic factors with 
these other poorly understood neoplasms. Certainly, 
all these conditions can grouped under the head- 
ing reticuloendotheliosis. Every factor that has 
been considered would lead this conclusion. 


447 29th Street, Oakland 
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MANY PHYSICIANS nowadays are struggling with the 
problem dealing well and economically with the 
seemingly increasing number patients with 
serious organic disease but who are constantly tired, 
tense, worried, fearful unhappy are beset 
combination the symptoms that are recognized 
“psychosomatic” origin. 

Proper diagnosis and effective treatment for such 
patient entails either long knowledge his medical 
and personal history the part the physician, 
time-consuming—hence costly—interview and his- 
tory-taking. the unhappy, upset, fretful patients, 
requiring much more time than patients with “sim- 
ple” organic disease, who put the heaviest load upon 
physician. Moreover, and measure the root 
the whole matter, the patient who needs much 
the physician’s energy and patience often un- 
able pay for the time needed interview and treat 
him properly. not economically possible for 
physician listen patiently his symptoms and 
set about relieving them, all for five-dollar office 
Yet the history-taking and the listening have 
diagnostic and therapeutic values and conscientious 
physician reluctant deprive patient them. 


ATTEMPTED SOLUTIONS 


Many attempts have been made solve the prob- 
lem giving proper care these patients. 

Self questionnaires such the Cornell Medical 
Index have been used get large number facts 
and general picture the patient without taking 
the physician’s time. Requesting the patient write 
out his “life history” and chief troubles has been 
tried some investigators, including the author. 
Supplying the patient with dictaphone device 
which can “talk out” his worries for future tran- 
scribing and reading the physician another 
method. Group therapy being tried break 
through the financial and time barrier good psy- 
chotherapy. few senior physicians have junior 
associates their listening for them, but this 
unusual “family doctor” practice. 


The commonest means available hard pressed 
family physician refer these patients psy- 
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The Use Medical Interviewer 


Assistant Who Saves the Physician Time and the Patient Money 


LOUIS SHATTUCK BAER, M.D., Burlingame 


For dealing economically yet effectively with 
patients who are being made sick psychic 
burdens rather than “simple” organic disease, 
trained interviewer who follows formal out- 
line obtaining information from patients, can 
great assistance. 

The physician who makes use the services 
such interviewer should select person with 
good qualifications for the job and then train her 
for it. also the physician get the 
patient accept the idea interview such 
assistant. 

After the interview, the interviewer prepares 
typewritten summary for the physician for use 
guide discussing means treatment and 
prevention psychosomatic illness with the 
patient. 

The method saves the physician much time, the 
patients much money, and has resulted many 
gratifying therapeutic successes. 


chiatrist. But there are not enough good psychiatrists 
and the cost too often prohibitive. Furthermore, 
the “stigma” attached going psychiatrist 
still felt some patients strong objection. To- 
day many communities “clinical psychologists” 
are undertaking the care patients this kind with 
without the approval the physician. Beyond the 
pale medicine are such people “professional 
listeners” (so listed the New York City telephone 
directory), fortune tellers, soothsayers all types 
and deliberate charlatans. 

Patients the kind here considered are sick and 
they need help. the family physician cannot 
will not supply it, they will seek elsewhere. 
They are likely critical the physician when 
they feel they have been given short shrift his 
office, and they are often vocal-at-large their com- 
plaints, the detriment the profession whole. 


THE MEDICAL HISTORIAN METHOD 


The author has used, with success, method in- 
volving the services person who hired 
interview the patient and assemble pertinent 
history. 

Usually easy for physician during the course 
the first routine history and physical examination 
tell which patient going require more than 
average amount listening time. such 
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patient will say, after the routine history and exam- 
ination and necessary laboratory tests are completed, 
“Mrs. Smith,” (approximately per cent the pa- 
tients send medical historian are adult mar- 
ried women), believe that the chief factor your 
illness prolonged and moderately severe nervous 
tension. twenty years medicine have par- 
ticularly interested myself this problem and 
have here own list its usual causes.” then 
show them six page single spaced master list 
“causes nervous tension.” point out 
that carefully went over this long list with them 
would take several hours and that have charge 
$25 hour for time. then tell them that 
order save them what consider needless ex- 
pense, asking them see medical historian 
who will spend two, three four hours with them 
listening their story and getting for the facts 
want know. stress that the historian will give 
advice and offer opinions; she just reporter, 
helper getting the facts. tell them that usually 
her report more valuable than the x-ray films 
and laboratory tests. 


say that for her services charge only 
hour for the time takes her get the story, 
adequately summarize and transcribe it. The aver- 
age cost the patient, point out, less than the cost 
x-ray examination the stomach. Sixteen 
dollars average. 


Finally state that after have historian’s re- 
port, will spend one, two three half-hour office 
visits with the patients analyzing the causes her 
symptoms and making suggestions the cure and 
prevention them. Patients are told that all inter- 
views with the medical historian take place the his- 
torian’s home. This has many advantages, including 
complete quiet, comfortable and pleasant surround- 
ings (tea served the midpoint interview 
that the patient and the historian have chance 
rest and relax), reduction overhead avoid- 
ing the use expensive office, and great con- 
venience for the historian and the patient since 
neither confronted with parking problems dead- 
lines. addition often difficult for male patient 
take two three hours away from work for 
interview this type. historian’s husband 
always home the evening, there “chaperon- 
ing” difficulty about her making appointment for 
occasional male patient come the evening 
weekends for interview. 


RESULTS 


The results obtained with this method diagnos- 
ing the causes patients’ nervous symptoms have 
been most gratifying and most enthusiastically 
and gratefully received the patients. has spared 
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the task trying “hear someone out” with 
waiting room full other patients. has relieved 
the energy-sapping job listening attentively 
and sympathetically for one two hours stretch 
the endless tales human trial and suffering, 
tension and fatigue that much part and the 
cause illness today. provides with admir- 
ably written, organized and summarized account 
each patient for whom find this type history 
desirable, that any time the future have the 
facts recorded, should memory fail. 

Finally, has proved excellent means deter- 
mining which patients truly need psychiatrist, for 
the patient not making progress after two 
three hours with historian and one, two three 
half-hour sessions with me, psychiatric evaluation 
indicated. 


REQUIREMENTS FOR GOOD HISTORIAN 


The requirements for good medical historian are 
many and are important. The ideal historian 
happily married woman years, whose 
children are grown but whose husband living, who 
has herself one time held job outside the home, 
who has had college education its equivalent, 
who warm-hearted, understanding, patient and 
well-groomed. Her home, used for the 
interviews, should quiet and decorated taste. 


She should good typist. There are many women 


who can meet these standards, who would enjoy this 
kind work and who are ready and waiting 
trained physician help with patients, has 
been outlined here. 

The working outline which historian uses 
her guide follows: 


SPECIAL HISTORY FORM 


FACTORS FROM WITHOUT 


Inherited Traits and Tendencies 


(1) Father: Describe occupation, general health, 
disposition, sobriety, ill-tempered, worrier, strict, 
possessive, religion and race. 

(2) Mother: Same. 

(3) Brothers: Same and include present status, such 
happily married, successful, relation patient. 

(4) Sisters: Same brothers. 

(5) Grandparents: Same where known. 


Traits and Tendencies Acquired Childhood and Young 
Adulthood 


(1) Parents’ relation patient 
Wanted unwanted child. 
Closest 

(2) Happy unhappy home. 

(3) General financial circumstances. 
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(4) Changes residence. 

(5) Nervous traits, such bed-wetting, 
stammering, etc. 

(6) Overly protected. 

(7) Particularly happy unhappy events. 

(8) Schooling. 

How far? 

Who stopped? 

How well did you do? 

Good and poor subjects? 

Popular lonely? 

Socially active inactive? 

Friends; many, few? 


Work 


(1) What type work you do? 

(2) you like your work? 

(3) How many hours week you work? 

(4) How much commuting? 

(5) What work outside job? 

(6) How long have you held present and previous jobs? 
(7) you like the people you work with work for? 


Rest, Recreation, Vacation Change 


(1) you have rest period each day? 

(2) you have day day rest change each 
week? 

(3) When was your last vacation? Was restful? Was 

(4) What hobby recreation you have? (Physical 

(5) How many hours sleep night? 


Marital Problems “Love Affair” 


(1) How long have you been married? 

(2) Are you happily married? 

(3) there lack love, appreciation, understanding, 

respect, companionship your marriage? 
(Give 

(4) Are you love with your spouse? 

(5) there reciprocal feeling love? 

(6) there are marital difficulties, what you think 

are the chief reasons? 

(7) Why did you get married? (Love, security, preg- 

nant). 

(8) What you think your spouse can improve 

matters? 

(9) What you think you can improve matters? 
(10) What are the causes most your arguments? 
(11) Are you love with anyone else? 

(12) Are you good (father, mother). 

(13) your spouse good (father, mother). 

(14) Have you and your spouse ever separated? 

(15) History previous marriage, 

(16) Have you ever had violent arguments? 

(17) How many children have you? What are their ages 
and sex? 

(18) you think your children are any more 
problem than the average child? 

(19) you argue about the children? 

(20) Were your children wanted and planned for? 

(21) Have you ever had abortion? 

(22) Were you pregnant prior your marriage? 

(23) Does anyone else live with you? 

(24) you like the same kind recreation? 

(25) Which you think the hardest job and most 

(26) How long after you were married did you begin 

dissatisfied with your marriage? 


12. 


13. 


(27) you wish continue living with your spouse 
for any the following reasons? 
Because there are children. 
Because separation divorce against your 
principles. 
Because divorce separation would injure 
your business social standing. 
Because you still love your spouse. 
(28). Knowing what you know now, would you wish 
marry you were unmarried? 
(29) List your own defects your own virtues, and 
your spouse’s defects and virtues. 


Money Problems 


(1) Are you worried about money problems? Are you 
debt? 

(2) you think you spend your money wisely? 

(3) Are you troubled with too much money too little 
money? 

(4) you your spouse gamble excess? 

(5) you argue about money? 

(6) How the money managed your home? 


Sexual Problems 


(1) Are your sexual relations satisfactory unsatis- 
factory? Climax? 

(2) you use some method birth control? 

(3) there disagreement between you because your 
contraceptive techniques? 

(4) About how often you have relations? 


Friends Social Activity (too much too little) 


(1) you have many friends? 

(2) you think your friends are the right kind for 
you? 

(3) How often you see them? 

(4) you agree your choice friends? 

(5) How many times week you entertain out? 


Problems with Children 
10. 


Problems with Parents In-laws Siblings 


Religious differences and background 


(1) What church how devout? 

(2) Does religion have much little influence your 
life? 

The Problems Alcohol and Other Habits 

(1) What your alcoholic intake? 

(2) How much you smoke? 

(3) How much coffee you drink? 

(4) you use sedatives sleep medicine? 

(5) Any problem with your spouse this regard? 

Extracurricular Activities (too many too few) 

(1) P.T.A., clubs, drives, etc. 


(2) How many groups are you active in? 


Any Other Problems Not Mentioned. Above 


FACTORS FROM WITHIN 


Personality Defects (have patient give examples indi- 


cate presence absence these defects) 

(1) Too sensitive. 

(2) Perfectionism. 

(3) Self-pity. 
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(5) Immaturity. 

Too much concern with one’s self give ex- 
amples. 

Poor sense values inability get pleasure 
from simple 

Too dependent. 

Too competitive. 

Belligerent aggressive. 

Lack patience. 

Open-mindedness. 

Expects too much and expects have give 
too little. 

(6) Worrisome. 

Cancerphobia, “sophomore’s disease,” fearful- 
ness, guilt feelings, feelings unworthiness, 
other worries not mentioned far. 

(7) Disposition. 

Unhappy, too serious, sense humor, de- 

spondent, suicidal, too critical. 
(8) 

Expects too much out life. 

Jealousy envy hate resentment towards 
people events. 

enthusiasm. 


UNSATISFIED FUNDAMENTAL HUMAN NEEDS 


Lack feeling being needed useful. 


Lack sense reasonable security. 
(1) Financial security. 
(2) Marital security. 


Lack satisfying religion philosophy life. (Pur- 
pose living why are here?). 


Lack reciprocal love, affection, companionship and 
sexual life. 


Lack feeling self-respect and self-assurance. 
Lack troubles, sorrows and problems (some are neces- 
sary the only means improving human character). 
Lack responsibilities. 
Lack reasonable unattained goal strive for. 
Lack education. 
10. Lack suitable housing. 
11. Lack fundamentally sound mind and physique. 
12. Lack appreciation. 


QUESTIONNAIRE FOR VETERANS WORLD 
WAR 


When did you enlist? 
Draft volunteer? 
When discharged? 


Reasons for discharge? 
Medical time up? 
medical, what cause? 
Any compensation what how much? 
Where duty? (List all places). 
Rate rank entering? 
Rate rank discharge? 
not war, why? 
Age. 
Family. 
Work. 


Illnesses service? (List all and length time). 


Are there any problems, worries important facts 
have not discussed? 


Are there any problems have not discussed that you 
wish discuss privately with the doctor? 


411 Primrose Road, Burlingame. 
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Hemotherapy Suspected Dermatomyositis 


CASIMIR DOMZ, M.D., KEVIN FAY, M.D., and 
CLEOPHA HOAG, Santa Barbara 


OPPORTUNITIES EVALUATE therapy disease 
rare dermatomyositis are infrequent. Apparent 
benefit from new form treatment, the intramus- 
cular administration concentrated leukocyte sus- 
pensions, patient with dermatomyositis unre- 
sponsive all conventional therapy reported here 
the hope that further trial other patients will 
define the value this therapeutic approach. 

Present therapy dermatomyositis unsatisfac- 
tory. Before the advent corticotropin (ACTH) and 
cortisone, benefit was obtained occasional case 
with the use testosterone and tocopherols. Corti- 
sone and related steroids have proved mixed bless- 
ing, since the control acute inflammatory mani- 
festations often counterbalanced serious haz- 
ards attendant prolonged Not 
every patient with collagen disease will respond 
steroids, and the incidence refractoriness rises 
with increasing duration therapy. 

Kurnick’ recently described new therapy for 
systemic lupus erythematosus, consisting the in- 
tramuscular administration leukocytes, either 
whole blood concentrated suspension. The 
rationale this therapy considerable interest. 
The “L.E.” phenomenon involves ingestion 
polymorphonuclear leukocyte nuclear mass 
(from another leukocyte) which has been rendered 
structureless depolymerization desoxyribose- 
nucleic acid (DNA). Depolymerization DNA 
accomplished enzyme, DNase, which pres- 
ent serum and probably all cells. DNase nor- 
mally held check inhibitor present leuko- 
cytes. Destruction DNase inhibitor permits the 
L.E. phenomenon take place. This destruction 
thought due serum factor (possibly plas- 
min) which gains entry the cell with the aid 
the specific L.E. gamma globulin described Hase- 
rick and co-workers.* 

second function the injected leukocytes has 
been The specific L.E. gamma globulin 
body against mesenchymal cell membranes, and the 
stroma the injected leukocytes, which are 


From the Sansum Clinic (Domz and Fay) and the Sansum Clinic 
Research Foundation Santa Barbara. 
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mesenchymal origin, may serve therapeutic pur- 
pose adsorbing the circulating abnormal globu- 
lin. Increased concentrations gamma globulin are 
found with regularity every collagen disease, and 
these proteins may (in manner similar that 
L.E. gamma globulin) participate the genesis 
the disease with which they are associated. 

The intramuscular administration cc. 
compatible blood from normal donor will supply 
the recipient with 150 300 million leukocytes. 
Separation leukocytes from blood makes pos- 
sible give dose 500 million leukocytes 
volume approximately cc. 

Success with hemotherapy has been described 
systemic lupus erythematosus, even steroid-resist- 
ant cases,’ but its usefulness other collagen dis- 
eases has not been assessed. The sequence events 
the following case suggests that hemotherapy may 
effective dermatomyositis. 


REPORT CASE 


30-year-old Caucasian housewife had had re- 
current epistaxis since the age four years and 
irregular and profuse menstrual bleeding since me- 
narche age 13. the age bleeding the 
gums, petechiae and multiple ecchymoses developed. 
When the patient was examined 1940 the Uni- 
versity California Medical Center, San Francisco, 
hemoglobin content was 9.8 gm. per 100 cc. blood 
and erythrocytes numbered 3.6 million per cu. mm. 
Leukocytes numbered 3,800 per cu. mm. and plate- 
lets 60,000 per cu. mm. The sedimentation rate was 
mm. one hour, the icteric index units, pro- 
thrombin concentration 100 per cent, clot retraction 
index 29, bleeding time minutes, and clotting 
time (Lee White) minutes. capillary fragility 
test with blood pressure cuff inflated 200 mm. 
mercury was positive (50 petechiae). The patient 
was treated conservatively and was discharged 
two 

Two years later, 1942, appendectomy and re- 
moval ovarian cyst were carried out. The pa- 
tient then had recurrence epistaxis, petechiae, 
ecchymoses and heavy vaginal bleeding. She was re- 
admitted the hospital January, 1943, and 
that time the hemoglobin was gm. per 100 cc., 
erythrocytes 2.8 million per cu. mm., and leukocytes 
6,000 per cu. mm. The clotting time was minutes 
and the bleeding time was over minutes. Pro- 
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thrombin concentration was 100 per cent. Platelets 
numbered 67,000 per cu. mm. blood. 

February 1943, splenectomy was done. The 
spleen was slightly enlarged (220 grams) and had 
three small accessory spleens the pedicle. There 
was overgrowth and frequency germinal centers, 
the sinuses tended empty, and the lining cells 
were prominent. The microscopic diagnosis was: 
“Spleen compatible with thrombocytopenic 

ura. 
the time the patient was discharged two weeks 
after operation, the bleeding, clotting and prothrom- 
bin times were normal and platelets numbered 
200,000 per cu. mm. 

September, 1949, the patient was admitted 
Mercy Hospital, Bakersfield, because recurrent 
menorrhagia. Dilatation and curettage were done 
and hypertrophic endometritis was noted. The pa- 
tient was discharged but was readmitted the hos- 
pital three days later with complaint fever, head- 
ache, backache and pelvic pain. 

Upon physical examination, stiffness. the neck 
and back and tenderness the left adnexa were 
noted. neurologic consultant noted right lower 
facial weakness, tendon reflexes sluggish the up- 
per extremities and absent the lower extremities, 
and abdominal reflexes absent. Lumbar puncture 
was carried out. The pressure was above the normal 
range. The fluid was clear. contained mg. 
protein per 100 cc. and leukocytes per cu. mm. 
coccidioidin skin test was strongly positive 
area erythema and induration hours). 

The patient had diarrhea the second day 
hospital but recovery thereafter was uneventful and 
she was discharged two weeks. The final diag- 
nosis was probable encephalitis, type undetermined. 

The patient was readmitted Mercy Hospital 
Bakersfield December, 1953, for dilatation and 
curettage because prolonged vaginal bleeding. 
The pathologic report again was: “Hypertrophic 
endometrium.” 

January, 1954, the patient noticed blanching 
the fingers exposure cold, with occasional 
digital cyanosis and numbness. She was unable 
tolerate tolazoline (Priscoline) mouth and re- 
fused sympathectomy. 

She was admitted Santa Barbara Cottage Hos- 
pital November 28, 1954, ten months after the onset 
Raynaud’s phenomenon, with pain and swelling 
the right arm three weeks’ duration. Upon ex- 
amination edema and cyanosis the entire right 
upper extremity were noted. thrombus was pal- 
pated the brachial and axillary vein. The body 
temperature was 102.2° The hemoglobin content 
was 9.3 gm. per 100 cc. blood. Erythrocytes num- 
bered 3.2 million per cu. mm. and leukocytes 12,200 
per cu. mm. The results urinalysis were within 
normal limits. Hot packs were applied the arm 
and heparin was administered. The patient was dis- 
missed two weeks. During this episode there was 
transitory recurrence thrombocytopenia, the 
platelet content falling 78,000 per cu. mm., but 
normal number platelets was present the time 
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discharge. Mild lymphedema and residual ten- 
derness persisted the right arm. 

During the last six months 1954 typical rheu- 
matoid arthritis developed the hands and knees. 
There was satisfactory response small doses 
prednisone. 

February, 1955, the patient noted subcutane- 
ous lump cm. diameter the left upper quad- 
rant the abdominal wall. was soft, tender, and 
violaceous hue. Biopsy was done October, 
1955, and the histologic sections were examined 
three pathologists. Three different diagnoses were 
given: Focal scleroderma, rheumatoid nodule, 
chronic arteritis. 

The patient was admitted again Santa Barbara 
Cottage Hospital April 21, 1956, with complaint 
fever and pain the chest and arms. The illness 
had begun two days earlier with pain the muscles 
the neck and temperature 101° There was 
rapid spread pain from the neck through the 
shoulders and arms, and within short time muscu- 
lar pain was generalized throughout the body. Use 
the muscles intensified the pain and the patient 
was unable stand, take deep breath 
swallow, because pain. 

When examined, the patient was lying limply 
bed, avoiding the slightest motion. The blood pres- 
sure was 150/95 mm. mercury, the temperature 
101.6° F., the pulse rate 108 and respirations 
per minute and somewhat shallow. abnormalities 
were noted the head and neck except for many 


enlarged tender lymph nodes the anterior and 


posterior cervical chains. There was diffuse and ex- 
quisite tenderness all skeletal muscles—so acute 
that severe pain was elicited simple passive mo- 
tion any the extremities. 

Infectious mononucleosis was suspected, but the 
heterophil agglutination titer was 1:28 two de- 
terminations during the first week. The patient said 
she had not eaten undercooked pork. the time 
admission the hemoglobin was 12.3 gm. per 100 cc. 
blood. Erythrocytes numbered 4.3 million per 
cu. mm. and leukocytes 22,500 per cu. mm.—with 
per cent segmented neutrophils, per cent 
banded forms and per cent lymphocytes. The 
sedimentation rate (Westergren) was mm. 
one hour. The antistreptolysin titer was 125 Todd 
units. Urinary excretion creatine was 193 mg. 
hours. The result L.E. cell test was nega- 
tive, had been February, 1956. patho- 
genic organisms grew culture blood. The 
serum transaminase was 110 units (normal 
units). Although biopsy from the left gastroc- 
nemius muscle was negative and creatinuria had 
not been established, diagnosis dermatomyosi- 
tis was made the basis the clinical features 
and the elevated serum transaminase. Response 
therapy with salicylates and small doses predni- 
solone was fair. The serum transaminase decreased 
units. the eleventh hospital day the patient 
was discharged. 

Although the patient was confined wheel- 
chair, muscular pain became more severe during 
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the first week home and prednisolone dosage was 
increased mg. per day. The patient had little 
relief, and testosterone and tocopherols were added 
the therapeutic regimen. She remained incapaci- 
tated with diffuse muscle pain, tenderness and 
cramping for the next six weeks. Urinary excretion 
creatine rose 1750 mg. per hours June 
25, supporting the diagnosis dermatomyositis. 

The patient entered Santa Barbara Cottage Hos- 
pital for the third time July 1956, with carbun- 
cle the left buttock, which was surgically drained. 
During the week following this minor operation, in- 
flammation the muscles progressed accel- 
erated rate until the patient was again completely 
immobilized pain. Urinary creatine excretion 
(Folin method) was 1670 mg. per hours and 
the Taussky® method was 7000 mg. per hours. 
Prednisone dosage was increased steps mg. 
per day, with only slight relief pain and ap- 
preciable effect the profound muscular weak- 
ness. 

Atrophy the interosseous muscles the hands 
became visible, and serial measurements the cir- 
cumference the extremities gave additional evi- 
dence loss muscle mass. Dermal involvement 
was mild, consisting pruritic irregular erythema 
and edema the face, neck and anterior chest last- 
ing one week. After six days high dosage predni- 
sone therapy, mental hyperactivity and emotional 
lability were severe enough suggest impending 
psychosis, whereupon the dosage prednisone was 
decreased mg. per day. Testosterone and toco- 
pherols had been given continuously, with appar- 
ent benefit. The patient was bedridden and unable 
feed herself. 

Therapy with leukocyte concentrate was begun 
July 30, dosage 500 million white blood cells 
intramuscularly three times weekly. Concomitantly, 
prednisone was gradually withdrawn. Subjective 
subsidence pain occurred within week, but ob- 
jective improvement did not occur until the tenth 
day, after the fourth dose leukocyte concentrate. 
this point there was rather abrupt decrease 
muscular tenderness. For the first time manual com- 
pression extremity muscles did not evoke pain. 
Improvement was rapid thereafter. The patient be- 
gan move about bed more freely, resumed feed- 
ing herself and was able walk three weeks after 
the change therapy. 

During the third week hemotherapy carbuncle 
appeared the posterior aspect the right shoul- 
der. Response several antibiotics was indolent, 
but administration cc. gamma globulin was 
followed rapid improvement. 

The patient was dismissed the fifty-first hos- 
pital day, and hemotherapy was continued 
outpatient basis thrice weekly. During the next six 
months, injections leukocyte concentrate were 
gradually reduced and were discontinued Janu- 
ary, 1957. Urinary creatine excretion was within 
normal limits (less than 400 mg. per hours) 
after October, 1956, and November the patient 
returned full duty housewife. 
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Approximately two months following discharge 
from the hospital, there was recurrence rheuma- 
toid arthritis, with mild pain, swelling and stiffness 
involving the fingers, wrists and elbows. This was 
not accompanied any exacerbation polymyo- 
sitis, and creatine excretion continued downward 
trend. Chloroquine mouth, 250 mg. three times 
daily, brought the arthritis under control. Raynaud’s 
phenomenon was still troublesome symptom the 
time this report. 


DISCUSSION 


would seem reasonable believe that the many 
unusual events this patient’s medical history are 
related phenomena, and that thrombocytopenic pur- 
pura, encephalitis, rheumatoid arthritis, Raynaud’s 
phenomenon, axillary thrombophlebitis and derma- 
tomyositis were various manifestations what may 
termed “collagen disease diathesis.” Kamp- 
emphasized that more than one collagen dis- 
ease may occur the same patient, sometimes con- 
currently. Brunson’s recent showed that 
lesions characteristic several different collagen 
diseases can induced simultaneously single 
animal. Nevertheless, Klemperer, who originally 
promoted the concept collagen disease, stressed the 
desirability making specific diagnosis dis- 
tinct collagen disease whenever 

From diagnostic standpoint the serum glutamic 
oxalo-acetic transaminase (aminopherase) determi- 
nation this case was uniquely valuable that 
gave support the clinical diagnosis dermatomy- 
ositis time when the urinary creatine excretion 
and muscle biopsy were still within normal limits. 
Other have described the diagnostic 
value serum transaminase determinations der- 
matomyositis. 

noteworthy that rheumatoid arthritis the 
case here presented, flared during convalescence 
from dermatomyositis and was not prevented the 
hemotherapy that was being administered. Use 
chloroquine for control arthritis was prompted 
desire avoid return steroid therapy, and 
was suggested the good results reported Du- 
the treatment systemic lupus erythema- 
tosus with various antimalarial drugs. 

Although disturbance DNA DNase does 
not occur dermatomyositis, interest that 
the serum DNase activity the patient the pres- 
ent case showed, during treatment, the same down- 
ward trend noted patients with lupus erythema- 
tosus who respond hemotherapy. The serum 
DNase was units per ml.) July (before 
therapy), August, and December.* 

Recovery this case steroid-resistant derma- 
tomyositis cannot with certainty attributed 
hemotherapy, since spontaneous remissions occur 
dermatomyositis they any collagen disease. 
Wider evaluation hemotherapy the collagen 
diseases would appear desirable, since steroid re- 
sistance increasingly frequent problem. 

317 West Pueblo Street, Santa Barbara 


*DNase determinations courtesy of Dr. N. B. Kurnick. 
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Diffuse Cavernous Hemangioma the 
Rectum and Rectosigmoid 


HARRY SCHENK, M.D., Los Angeles 


CAVERNOUS the rectum and rectosig- 
moid rare condition. This presentation con- 
cerned with the diffuse expansive type, single con- 
tiguous according the classification 
the forty cases seems any 
all layers the bowel may involved. 

The commonest symptom all cases bleeding. 
Bleeding intermittent and may occur varying 
degrees severity the same person—from bloody 
spotting staining with stools massive hemor- 
rhage. important note that the history 
bleeding usually goes back childhood. Diagnosis 
may simply made, rule, with the sigmoid- 
oscope, through which may seen dilated bluish 
veins beneath beefy red mucosa. Single multiple 
phleboliths seen barium enema x-ray study may 
suggest the presence the condition. Sections the 
lesion usually consist dilated blood vessel spaces 
variable size and shape, lined endothelium with 
little fibrous connective tissue. the case reported 
herein, the early sigmoidoscopic and x-ray evidence 
was not sharp and clear, although retrospect cer- 
tain clinical observations, noted writing, should 
have received more attention. 


Since the number reported cases small and 
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the majority patients were treated the days 
before the use antibiotics and before our present 
day knowledge the use blood and electrolytes, 
very few were reported cured; and some the early 
treatment such irradiation and cauterization ap- 
pears bizarre now. reported case which 
the patient was considered cured after five-stage 
surgical procedure. Hunt® carried out staged ab- 
dominoperineal resection rectum and rectosig- 
moid. the case reported and later 
brought date the superior hem- 
orrhoidal vein was ligated, then was injected distally 
with sodium salicylate and colostomy established. 
Twenty years later abdominoperineal resection 
was done for continuing symptoms and complica- 
tions. 


The following the fortieth case reported 
diffuse, expansive’ cavernous hemangioma the 
rectum and rectosigmoid. will seen from the 
nature the present case that this condition may well 
trap for the unwary. 


REPORT CASE 


white man, years age was first observed 
March 10, 1952, with principal complaint anorectal 
pain and bleeding with bowel movements, intermit- 
tent since early childhood. The pain was burning 
and cutting character, was experienced with bowel 
movements only and had become very severe during 
the preceding month. The bleeding which occurred 


bowel movements was sufficient drip and 


run into the bowl. Protrusions had been present be- 
fore hemorrhoidectomy that was done The 
patient said bleeding had never stopped since that 
operation. The physician had discharged him about 
month after the operation, stating could not find 
the cause the bleeding. 


Upon proctologic examination was noted that 
the perianal skin was edematous, weeping and ex- 
coriated, with large folds. small fibrotic nodule 
(which probably had developed from hemorrhoid- 
ectomy) was observed both anteriorly 
riorly the perianal skin. digital examination 
the sphincter was noted moderate spasm. 
There was tenderness and masses. Upon ano- 
scopic examination, considerable postoperative scar 
tissue the anal canal and large hemorrhagic an- 
terior internal hemorrhoid actively oozing venous 
blood were observed. The mucous membrane the 
distal rectal ampulla was rather redundant. Sig- 
moidoscopic examination was unsuccessful because 
inadequate preparation, but even without the 
situation seemed rather obvious and arrangements 
were made for hemorrhoidectomy. 


the day operation, erythrocytes numbered 
4.44 million per cu. mm. blood and the hemoglobin 
content was 13.6 gm. per 100 cc. The differential 
count leukocytes was within normal limits. 


Caudal anesthesia was administered and sigmoid- 
oscopic examination cm. above the anus was 
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carried out. The mucous membrane appeared 
normal throughout with the exception that the 
level cm., where was noted that there were 
about ten fifteen flat, sessile, pebble-like structures 
under the mucous membrane, without ulceration. 
These felt rather firm through the instrument and 


were considered that time either lymphoid 


tissue adenomata. They were hard see, for they 
changed the appearance the overlying mucous 
membrane very little. Multiple punch biopsy speci- 
mens were taken and sent the laboratory. sig- 
nificant bleeding took place from the site the speci- 
mens but the areas were nevertheless fulgurated. 
Hemorrhoidectomy then was carried out, oxycel 
gauze was placed over the operative area and the 
patient was returned bed excellent condition. 
Barium enema x-ray study was planned for the im- 
mediate future. complications having developed, 
the patient was discharged from the hospital 
the third postoperative day. 

the ninth, seventeenth and twenty-first post- 
operative days the patient was returned the hos- 
pital because rectal bleeding. Hemoglobin content 
decreased 10.0 gm. per 100 cc. blood and 
erythrocytes 3.021 million per cu. mm. Venous 
oozing from the operative wounds was found. The 
patient was treated with sedation, blood transfusion, 
packing, fulguration, suture, vitamin ascorbic 
acid and smooth, low residue diet. Significant 
bleeding was controlled but slight bleeding with 
bowel movements continued. 

May 12, 1952, which was the eighteenth day 
after the third admittance hospital, multiple 
punch biopsy specimens were removed for the second 
time from the pebble-like area cm. above the 
anus. The tissue was removed with some difficulty 
because what seemed its flat and deeply 
located character. The areas were fulgurated. The 
pathologist reported that these specimens and the 
similar ones previously removed were rectal mucosa. 
Barium enema and double contrast air study was 
performed May 19, 1952, and the report was 
follows: “Routine barium enema and extremely 
detailed double contrast study failed demonstrate 
the ‘polyp’ which was seen sigmoidoscopically 12-14 
cm. above the anus. The study entirely normal.” 
The patient this time was referred for hematologic 
consultation. The consultant’s conclusion was that 
bleeding was due local tissue factors. 

Intermittent bleeding with bowel movements con- 
tinued, about tablespoonful daily. The patient, 
finally resigned the continuation such bleeding 
due unknown factors, was discharged June 
30, 1952, with wound that was quiescent but not 
quite healed. 

Two years later, the patient again appeared for 
examination after incident special note. 
said that since was discharged from the hospital 
1952 bowel movements had always been asso- 
ciated with slight but not significant bleeding. 
week before the present visit had passed hard 
stool and blood had “poured” from the rectum. Ten 
minutes later another such episode occurred. 
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Upon examination, including 
spection distance cm. from the anus, 
was observed that the operative area was healed. 
Multiple sessile polypoid structures were visible for 
distance cm. proximal the pectinate line. 
Some appeared solid and others were 
soft and blackish, resembling varicose veins. multi- 
lobulated venous tumor about cm. diameter 
was seen cm. This the first time clear evi- 
dence was visible the venous problem involved. 
Barium enema study with pneumocolon was done 
this time and the report was follows: “In the dis- 
tal sigmoid, two polyps were identified. One 
these located the right posterior wall the distal 
sigmoid (at about level 30-35 cm. from the anus) 
was broad based with its base measuring cm. and 
extending into the lumen the colon for distance 
1.5 cm. The other was distal this and was 
level about 20-22 cm. from the anus. was smaller 
but also broad based. The base measured about 
cm. and the height little under cm. All these 
findings were beautifully recorded the routine 
film studies well numerous spot films.” The 
diagnosis cavernous hemangioma the rectum 
now seemed apparent. 

few days later the patient was referred for gen- 
eral surgical consultation, with diagnosis cav- 
ernous hemangioma the rectum. The consultant 
confirmed the diagnosis and arranged for operation. 

The patient refused any radical procedure and 
consented only minimal procedure either 
local excision blood vessel ligation, both. 
Laparotomy and colotomy were carried out. The 
following quoted from the operative record: “The 
descending colon and sigmoid were normal 
the top the ampulla, and from there down numer- 
ous blood vessels and varicosities were seen the 
wall the rectum but also extending anteriorly 
involve the peritoneum covering the bladder for 
short distance. The bowel peritoneum was opened 
either side the intestine, and far 
could see there were many these varicosities that 
involved the whole rectum. order reduce the 
blood supply the bowel much possible the 
superior hemorrhoidal artery was isolated and sim- 
ply ligated continuity. The sacral ‘polyp’ could 
felt the upper rectum. longitudinal incision 
was made into the rectum, the bowel opened, and 
the ‘polyp’ excised. grossly resembled large 
hemangioma that protruded into the lumen the 
bowel. Another small similar hemangioma was ex- 
cised little farther down. These were the hemangi- 
omata that had been identified x-ray. The whole 
rectal mucosa presented mainly rough protrusions 
into the lumen the bowel being caused the large 
vessels and blood spaces beneath the mucosa. 
further surgery was done.” The pathologic diagnosis 
was: Angiomatosis, rectum. Ossified phlebolith, an- 
gioma, colon. Lipogranuloma, lymph node. 

The patient was discharged from the hospital 
the seventh postoperative day. 

When next observed some six months later 
January 1955, the patient said that for about two 
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months after the operation rectal bleeding oc- 
curred. Then, upon passing hard stool, bleeding 
into the bowl occurred previously, except that 
the amount blood was considerably less than be- 
fore. Bleeding small amounts then became daily 
occurrence. 


Upon proctologic examination, was observed 
that the perianal skin showed many redundant folds 
with suggestion underlying varicosities. The 
sphincter had good tone. There was tenderness 
and there were masses clearly palpable. There 
were, however, what seemed barely palpable 
varicosities the left lateral distal ampulla. Ano- 
scopically visible about cm. above the anus 
there were moderate sized discrete varicosities left 
posteriorly and right posteriorly. Anteriorly there 
was diffuse bulge about cm. diameter. Sig- 
moidoscopic inspection distance cm. 
above the anus was carried out. The pathologic 
changes observed were confined the area 
cm. The area between cm. and cm. appeared 
normal. Between cm. and cm. there were 
only two three polypoid varicosities. They were 
about 0.75 cm. diameter and each was base 
the same size. From cm. down the pectinate 
line there was diffuse “peanut brittle” “nut 
cluster” effect, with diffusely spread varicosities 
varying size between mm. and cm. diameter. 
The polypoid lesions were various colors—pink, 
red, blue and purple—the hue depending upon the 
degree the overlying inflammatory process, the 
amount covering mucous membrane depth 
location. Active bleeding venous capillary type 
was seen. 


The patient’s next visit was June 1955. said 
there had been gradual lessening bleeding and 
lengthening intervals absence bleeding, some- 
times long seven ten days. said that 
works very hard labor, that the previous day 
had lifted over 2,000 pounds meat within few 
hours, and that the increase venous pressure 
caused exertion did not bring bleeding. Pass- 
ing hard stool still would cause bleeding, said, 
which might continue for several days. The patient 
said soft stools did not cause bleeding and that 
could tell the “feel” stool was being 
passed whether not bleeding would follow. 
the morning the present visit the patient had 
bowel movement after breakfast, had flushed the 
colon twice afterward with enemas clear water 
and had seen blood. Upon examination the same 
conditions were noted the preceding examina- 
tion were observed except that the lesions were 
quiescent state without bleeding. 


The patient was last seen January 28, 1956. 
Following the examination June, 1955, the patient 
had bleeding until October 1955. From then 
the present, there had been slight intermittent bleed- 
ing with bowel movements. Sigmoidoscopic exam- 
ination cm. above the anus showed change 
from the conditions observed the preceding June. 
The pathologic condition had always been explained 
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the patient great detail and had been 
thoroughly instructed that had apparently learned 
manage successfully. still refused any radical 
operation which would require removal the 
rectum. 


COMMENT 


Many the cases cavernous hemangioma 
the rectum and rectosigmoid previously reported 
were apparently easily diagnosed visual examina- 
tion. number were diagnosed only postmortem. 
the case herein described the earliest examination 
revealed only the vaguest “pebbling effect” under- 
lying normal mucous membrane with actively 
bleeding internal hemorrhoids. These were minimal 
changes, considering the fact that symptoms had 
been present since childhood. Biopsy was attempted 
twice and was unsuccessful. Only hindsight was 
significance attributed the “pebbling effect.” 

Although has been stated that diffuse cavernous 
hemangiomas have tendency toward invasion and 
that the tissue resembles erectile tissue,* these char- 
acteristics were not observed the present case. 
The sinuses were lined endothelium, and the over- 
lying mucous membrane, although not specifically 
involved, was thinned appreciably the areas where 
the projecting sinuses were large. 

Excision the involved bowel the treatment 
choice. the foregoing case this treatment was not 
carried out because the patient’s refusal. 

6317 Wilshire Boulevard, Los Angeles 48. 
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Toxic Bite Spider, Cheiracanthium 
Inclusum Hentz 


FURMAN, Ph.D., and 
REEVES, Ph.D., Berkeley 


generally conceded that Latro- 
dectus mactans (Fabricius), the black widow, the 
only spider dangerously venomous man. The 
fairly common reports persons not versed the 
subject, cases less severe spider bites, which 
the arthropod not available for identification, are 
usually attributed the black widow spider 
stings bites from various insects such bees, 
wasps, scorpions kissing bugs. Hence par- 
ticular interest record decidedly venomous effect 
from the bite common North American spider 
previously regarded harmless. 

One the authors (W.C.R.) was wakened 3:45 
a.m. sharp penetrating pain below the outer 
margin the right eye. Clapping hand the site, 
felt lump and suspected hematoma from 
ruptured capillary. Holding his hand place until 
reached mirror, found small spider with 
the chelicerae firmly imbedded the skin that 
slight pull was needed detach it. 

Cold compresses applied the area the bite for 
hour did not alleviate the pain, nor did taking 
2.0 gm. (30 grains) acetylsalicylic acid over 
four-hour period. Within three hours after the bite, 
throbbing pain had spread over the cheek the right 
lower mandibular area. 10:30 a.m. the pain was 
still intense but seemed abating, and p.m. 
was gone. The skin the affected area was not 
painful when touched and there was inflammation 
evidence proteolytic action. The venom ap- 
peared have only local neurotoxic effect. 


The spider was identified Dr. Willis Gertsch 


From the Department Entomology and Parasitology 
Public Health (Reeves), University California 
Berkeley. 


Submitted April 24, 1957. 


the American Museum Natural History 
immature male Cheiracanthium inclusum Hentz, 
the family Clubionidae. inconspicuous, 
pale yellow spider, less than one quarter inch 
long. view its wide occurrence throughout 
North and South America and its frequent appear- 
ance houses, surprising that there are 
previous records its biting man. Subsequently 
specimens were found the house where the bite 
occurred. Apparently they came from shrubbery sur- 
rounding the house. presumably not pugna- 
cious species, recently acquired active specimen 
could not persuaded bite man when applied 
area thin skin. 

Dr. Gertsch said that the bite the genus Cheira- 
canthium has been observed not completely 
The bite the European Cheiracan- 
thium punctorium (Villers) causes pain comparable 
the sting wasp, sometimes associated with 
fever and other Similarly spiders the 
species Cheiracanthium diversum Koch, the Ha- 
waiian Islands, have bitten number persons, 
causing moderate grave 

Human sensitivity arthropod venom varies 
greatly among individuals, For example the bite 
Triatoma protracta (Uhler), blood-sucking redu- 
viid bug, may produce systemic, prostrating effects 
some persons and observable symptoms 
others. Some persons are probably similarly hyper- 
sensitive the venom spiders such Cheiracan- 
thium inclusum, and the effect reported here may 
fall this category. The alarming and excruciat- 
ingly painful reaction indicates that closer scrutiny 
should given other reports spider-bite in- 
jury. The fact that the black widow appears 
the only dangerously venomous spider California 
does not preclude the probability that the bites 
other spiders may cause considerable injury. 


REFERENCE 


Gertsch, J.: Personal communication, 1957. 
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Welfare and Medicine 


FEW WEEKS new law will into effect 
California, law providing for medical care cer- 
tain classifications public welfare recipients. 


The new law results from the enactment Con- 
gress Public Law 880, which made funds avail- 
able pay for medical care recipients welfare 
benefits under programs for children aged, blind 
crippled persons. matching state law, providing 
matching funds, assures total some $29,000,000 
for medical care payments next June 30, end 
the state and federal fiscal years. 


Some 450,000 Californians are expected receive 
the benefits this new statute, under which total 
six dollars month will available for adults 
and three dollars month for children. should 
borne mind, however, that these monthly sums 
not directly the beneficiary but are pooled 
fund from which the state may pay for services 
rendered. 


California the Council the California Medi- 
cal Association has expressed the opinions (1) that 
the program should directed primarily the pay- 
ment physicians’ fees for home and office calls, 
(2) that fee schedule should agreed upon, and 
(3) that California Physicians’ Service named 
the fiscal agent for the statewide program. 


These policies stem from the facts that there ob- 
viously not enough money the program be- 
yond the payment visit fees and that hospital care 
these welfare patients normally expected take 
place county hospitals. addition there 
apparent need for fiscal administrator. 

Under the new program the state and federal gov- 
ernments, working jointly, will assume certain por- 
tion the medical care needs some three per cent 
the people the state. 
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This portion, small though may seem, should 
not overlooked addition other medical 
care programs which make the patient ward 
government. Workmen’s Compensation, Veterans’ 
Administration, merchant marine and Medicare pro- 
grams—each has its own part the population 
looking government for medical care. 


With successive groups added the government’s 
list medical beneficiaries, many physicians are 


_asking today the socialization medicine not 


being put into effect piecemeal. Where legislation 
asking for overall program governmental med- 
ical care has not been able muster the votes 
pass, daily becoming more apparent that sim- 
ilar program reality being enacted step 
step process. 

Governmental welfare programs are one the 
phenomena the past quarter-century this coun- 
try. Where, before the great depression the early 
30’s, the states and communities had been counted 
upon take care their own needy people, the 
New Deal plans have remained the law books and 
have been expanded ever-widening circle re- 
cipients. times financial stress, such the de- 
pression that was visited upon the country, almost 
any legislation can pass which promises shift 
load from given group citizens another. The 
one carrying the burden likely vote favor 
practically anything which will take the strain off his 
own back. 


With each succeeding step the process, ques- 
tions are asked anew: Where are drifting? Obvi- 
ously, more and more state and community func- 
tions and responsibilities are being taken over 
central government, whether design circum- 
stance. Communities have apparently lost their 
power resist the blandishments “free” money 
from the federal government, even though there 
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always the knowledge that nothing free and that 
government spending covers only portion the 
local taxes collected make such spending possible. 

Estimates the loss money its round 
trip from here Washington vary widely. How- 
ever, where new agencies must set up, staffed, ad- 
ministered and expanded true bureaucratic fash- 
ion, there bound loss the taxes collected 
for any specified purpose. 

date this country, the expanding circle 
centralized government has not entered into nation- 
alization the basic industries. Perhaps such pro- 
posal would too much for Washington swallow 
but not less than reasonable wonder where 
the expanding government will stop. Each new step 
makes the next one easier sell and assimilate. 

Under the new welfare health program, medicine 
again faced with the need dealing with govern- 
ment. this instance the California Medical Asso- 
ciation has been fortunate have available its own 
Relative Value Studies. These serve well start- 


ing point the development allowances for pro- 
fessional services. They tend establish reasonable 
basing points and eliminate grossly unreasonable 
charges, whether they too high too low. 

The medical profession has for many years fol- 
lowed the practice reducing foregoing fees 
where the patient unable meet the going rate. 
the new welfare medical care program this pro- 
cedure will probably followed. 

Representatives the Association and the Cal- 
ifornia State Department Social Welfare have 
already conferred the numerous problems in- 
volved putting the new program into effect. While 
concrete report yet available these delibera- 
tions, can stated that the C.M.A. Council has 
agreed that for large group welfare recipients, 
reduced medical fees are order. 

This represents continuation medicine’s time- 
honored policy contributing its services those 
need. Whether the contribution whole 
part, noble tradition will upheld. 
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CALIFORNIA MEDICAL ASSOCIATION 


Annual Meeting 


Ambassador Hotel 
LOS ANGELES 


April April 30, 1958 


Papers for Presentation 


you have paper that you would 
like have considered for presenta- 
tion, should submitted the 
appropriate section secretary (see list 
this page) later than November 
1957. 


Scientific Exhibits 


Space available for scientific 
exhibits. you would like present 
exhibit, please write immediately 
the office the California Medical 
Association, 450 Sutter Street, San 
Francisco for application forms. 
given consideration the Commit- 
tee Scientific Work, the forms, com- 
pletely filled out, must the office 
the California Medical Association 
later than December 1957. (No 
exhibit shown 1957, and indi- 
vidual who had exhibit the 1957 
session, will eligible until 1959.) 


SCIENTIFIC PAPERS 
SCIENTIFIC EXHIBITS 
PLANNING MAKES PERFECT 
EARLY START HELPS 
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PROFESSIONAL LIABILITY PROBLEMS THE PAST 


The Graves Malpractice Case 


SEVERAL MONTHS AGO, Dr. Richard Wheat 
Los Altos gave reprint which had resur- 
rected from “housecleaning” the Lane Medical 
Library. one interested the field profes- 
sional liability, the article the famous Dr. Levi 
Lane, published 1886, was fascinating. 
reprinted here that California physicians today 
may read and ponder it. 

Here physician’s vehement description 
nineteenth century “mal-practice” suit (circa 1876) 
against Petaluma physician. This story could have 
been written yesterday, about one this year’s mal- 
practice Except for the nineteenth century 
language the reporter—and the amount the 
damages sought—the story would the same. The 
“misguided” patient unrealistically expected per- 
fect result. The “tortured” defendant physician’s 
colleagues agreed and testified that the patient was 
treated properly, that better result could not have 
been obtained. offer the plaintiff make 
small compromise settlement was refused. (Even 
then, physicians were saying “millions for defense, 
not one cent for 


“Local envy and personal hate,” well profit, 
were cited the motivation physicians who aided 
the “prosecutors.” The attorneys, “inspired 
empty purses,” fetched the hostility every 
honorable physician. 

The Graves case was not yet settled when this 
chronicle was published. Also not settled, after nearly 
seventy-five years, are some the basic problems 
professional liability: Unrealistic patients who 
expect more than medicine can give them, unwar- 
ranted criticism physician his colleagues, 
unerring justice for physicians malpractice ac- 
tions. should also noted that plaintiff’s attor- 
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neys are still undeterred the medical profession’s 
hostility. 

Dr. Levi Lane’s story the Graves case more 
than interesting reading. also challenge for 
change our thinking and begin apply 
more scientific modern techniques continuing 
human relations problem. The old techniques were 
not effective 1876; they are not effective 1957. 


Chairman, Medical Review and 
Advisory Board 


MEMORIAL WREATH 
FOR THE 
PROSECUTION 
IN THE 


GRAVES MALPRACTICE SUIT 


Professor Surgery Cooper Medical College, San Francisco 
“Quod medicina non sanat, ferrum sanat; quod ferrum non sanat, ignis 
Hippocrates. 

The medical profession California have watched with 
special interest the case which Dr. Graves, 
Petaluma, was sued, over year ago, for alleged malpractice. 
The cause action was based the charge improper 
treatment injury the ankle old woman—one 
those injuries where, despite the utmost care and skill 
the part the surgeon, the perfect use the joint can 
never regained. Though was proven written author- 
ity, well prominent expert evidence, that the doctor 
had treated the case properly, and had obtained good 
results are ever gotten such injury; yet the legal 
managers the prosecution, uninfluenced these facts, 
which they became cognizant the very commencement 
the trial, have waged against the defendant during this 
long period most merciless legal warfare, and one that has 


Reprinted from Pacific Medical and Surgical Journal and Western 
Lancet, Vol. 29, 1886. 
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had but one parallel the medical annals this coast. 
And the outrage was further intensified the fact that the 
family had received unremunerated services, dur- 
ing many years, from Dr. Graves. 

Early the case compromise could have been effected, 
but the defendant, with more regard for his professional 
honor than for his purse, refused every overture the kind; 
and, aided the moral well the financial support 
the profession, and inspired the principle which guided 
our forefathers their struggle, viz., millions for defense, 
but not cent for tribute, has made resistance that 
deserves all praise, for compromise, though would have 
saved him money, would have been the signal for many 
similar suits against others. 

The case has been tried three times, the first trial result- 
ing verdict for eight thousand dollars against the de- 
fendant. This verdict, variance with what should have 
resulted from the evidence, awakened the mind almost 
every physician this State feeling intense indignation 
and the determined resolve, that.the outrage should not 
submitted to. once, contributions were freely offered for 
the defense, amounting the aggregate nearly two 
thousand dollars. With this money additional legal counsel 
was employed, viz.: Hall McAllister, Esq., and Dr. 
Taylor this city; and, after slight effort, the shameful 
verdict was set aside, and the case re-opened for trial. 

the second trial decision was arrived at, the jury 
being divided; but the third trial justice was triumphant, 
and victory crowned the side right full acquittal 
Dr. Graves. 

This verdict, gratifying the defendant, almost 
much the general profession, which several the 
leading members, besides liberally contributing money, spent 
some days precious time attendance court, reach 
which, the most them were compelled travel long 
distances. But all will now feel more than repaid the 
consciousness having aided rolling back the flood 
injustice which was threatening ingulf ruin profes- 
sional brother. And besides this feeling happiness, their 
united action has taught the lesson, that should like 
instance recur, they will quite ready for concerted 
defense again; for, though the lance which they have lately 
successfully wielded laid its rest, yet all will see 
it, that its point kept sharp, and ready for action. All 
may assured that this serpent, the foul offspring 
communism, often may evoked from its slimy 
pool legal incantations, will returned again its 
festering home without doing other violence than leaving 
its fangs those who may conjure forth. Whenever this 
Hercules, the form malpractice suit, sent forth 
quest golden apples, the profession are determined that 
shall return, this occasion, laden only with apples 
Sodom, whose bitterness will leave interminable 
writhing the mouths those who sent him such 
mission. 

The fancy Schiller has painted strange scene, 
which young Moor studying how may shorten the life 
his father; decides the surest plan would sud- 
denly fill the old man’s heart with intense happiness, and 
then, moment, overwhelm him with grief and despair; 
the course this suit, this experiment, instead 
fancy, has been exhibited What wild joy the 
actors this prosecution must have tasted when they ob- 
tained verdict for eight thousand dollars; and with what 
heartaches they must have been tortured when they saw 
the last glitter those ducats returning the pocket 
their rightful owner! Some curious psychologist would 
well chronicle how much their lifespan has been shortened 
its distal end such experience. 

Great praise due the attorneys who aided the 
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defense: Mr. McAllister, too long ago recognized facile 
princeps the bar California, for any new salutations 
praise touch his ear, deserves thanks for snatching 
some time from his overworked hours, and ably cooperating 
the management which led the way final victory 
the case; and, especially, high credit due Edward 
Taylor, who, though graduate medicine, has chosen 
the law his profession; his untiring work the final 
result mainly due; for, besides bringing that special 
knowledge, which valuable such case, threw 
his heart and soul into the matter, and worked with the zeal 
and enthusiasm personal friend the medical pro- 
fession. 

The history this case would more satisfactory 
could close without reference certain medical men who 
allied themselves with the plaintiff, and, far was 
possible, aided the prosecution. Some these men are 
residents San Francisco, and gave their evidence 
deposition; but the two who were especially active this 
work—unnatural throwing stones mother—were 
present the trial, and mingled their evidence amount 
malevolence which has brought them the universal 
contempt the medical profession. Their position now 
finds proper parallel the case the traitor Benedict 
Arnold, who, after the close our Colonial war, being 
asked some European for introductory letters the New 
World, replied, that was the only man Europe who 
had friends America. Ulysses, his visit Hades, 
being repelled his old enemy Ajax, learned that the 
resentments the dead are eternal, these men will find 
that those the living are less so. Should they desire 
return the profession, whose altar they have sullied, 
ignominy, flaming sword, will forever prevent them. 
Such action, whithersoever may turn, will find rest; 
for should think find screen for its offenses the 
flight years, will search vain, since the untrodden 
labyrinths futurity, there will found hidden recess 
where the finger infamy will not follow it; nay, more, 
death itself will give such action refuge, since DISGRACE 
and DISHONOR will carve their initials upon its gravestone 
unfading epitaph. 


SUPPLEMENT 


The above was written and intended memorial offer- 
ing the defeated this important trial; but while 
was the hands the printer, and the eve appearing, 
information was received that the plaintiff had asked for 
new trial. But pleasure deferred not pleasure lost, 
the solace which might have been theirs earlier 
hour, has been but briefly deferred. 

Not content with verdict which has given satisfaction 
all fair-minded persons, not satisfied with the unmerited 
scourging with which they have tortured the defendant for 
many months, yet unconvinced that the support which the 
profession had given the defense was founded the knowl- 
edge that was wholly innocent any neglect duty 
the patient, the prosecution, finding hard relinquish 
prize, which one time seemed plainly theirs, have 
asked for reopening the case. And thus they would 
add another scene this merciless drama, which honest 
thrift and prudent industry have long been held the 
counterpoise the scales justice, dissipation and 
improvidence. But this last menace must expire menace, 
for death has too effectually touched the vital centers 
this many headed serpent admit resuscitation, fact, 
this final effort has evidently been made, more for the 
purpose annoyance than with any hope success, since 
has been the boast of, least, one member the prose- 
cution, that purpose the suit was humiliate the 
profession which had persistently defended one its 
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members. what depth moral degradation the spirit 
must have fallen, that can indulge such fiendish malice. 
The espousal the cause Dr. Graves the profession 
was, without doubt, the most praiseworthy movement which 
can found the medical history the Pacific Coast. 
Men who have repeatedly declined tempting fees make 
professional visits the country, this occasion, for- 
getting every selfish interest, abandoned their business, and 
made great personal sacrifices. And for what object? 
defeat justice the prosecution cunningly put their 
argument? No, was promote justice and prevent its 
miscarriage. And all this was done without single hope 
reward, either direct contingent. fact, the thought 
profit and gain entered the minds the medical witnesses 
who testified behalf the defense, quite little 
did the head Dr. Graves, when went the house 
this misguided woman treat her injury. And were those 
witnesses now sued for their pains, the outrage would find 
parallel the treatment which the physician has received 
from the hands this woman. 

Indeed, the errands mercy and charity which the 
physician’s fees are daily wearied tend banish from his 
heart that selfishness which prominent element 
human nature; nay, more, lift and place him 
plane self-abnegation, quite unknown those who have 
not been tutored. support this assertion pertinent 
what greater example altruism and extinction 
self can found than the fact that physician per- 
mitted conceal patent any discovery medicine, and 
does so, guilty ethical offense which ex- 
cludes him from all association with his fellows. Adherence 
this rule, which goes step beyond the golden, has cost 
many medical inventor and discoverer prospective for- 
tune. Had Jenner patented vaccination, today 
would have the wealth Rothschilds. And yet this pro- 
fession, whose cardinal principle has ever been work for 
the world rather than for itself, member has been singled 
out whose excellent attainments and skill, acquired civil 
and military practice, have never been questioned, and were 
especially illustrated the good results obtained the 
treatment this woman; and because sought vindi- 
cate his honor physician and refused surrender his 
purse when parties, brigand-like, were seeking, under guise 
law, wrest from him, has been pursued with fell 
diligence, and, for month after month, scourged with 
whip scorpions. Unmoved the sight this “man 


unsubdued spirit, bravely struggling against adversity, 
spectacle which God himself takes delight,” quote 
the words Eugene Sue, the prosecution have added 
the enormity their offense declaring that they intended 
humiliate the profession who, the call their victim, 
came his aid. They have probably learned that the seeds 
humiliation, they would flourish, must planted 
far other soil. 

the parties the prosecution have failed every 
object for which they contended, the question arises, what 
have they done for themselves? historic indifference, 
under the guidance impartial criticism, cast its eye 
the disconsolate group, and indulge few observations, 
the following facts will learned. The plaintiff, longer 
needing her crutch malposition the limbs, has won 
something, but her attorneys, after having worked with the 
energy that inspired empty maws and empty purses, 
and having seen the prize that was once won fall from their 
grasp, now stand “men who have had their Nay, 
more, the hostility which their envenomed action has awak- 
ened the mind every honorable physician this state, 
has projected long penumbral shadow athwart the orbit 
their future lives. 

the medical prosecutors, who listened the temp- 
tation gratify local envy and personal hate, and so, 
like the young the spider, turned and devoured their 
mother, but little additional need entwined the wreath 
already woven for them. None will envy them the satisfaction 
they have had torturing professional brother. miti- 
gate the bitterness the cup, which the hand retributive 
justice surely lifts the lips him who unjustly injures, 
they should hasten their repentance, and visible evidence 
the same, they should sprinkle their heads with the ashes 
their burnt honor, and clothe themselves sackcloth 
woven from the tattered remains that once spotless robe 
with which they were invested when they were admitted 
the profession medicine, and took themselves its vows. 

How different contrast stands the defendant! With 
arms well tutored the practice defense, with patience 
begotten prolonged discipline, gladdened the approval 
friends, and the encouraging salutation every upright 
member the medical profession, with heart full content, 
and warmed with emotions triumph just cause, 
now, with fearless spirit and armor well tried every point, 
stands erect, and, come what may, will forth 
assured victor the struggles life. 


CALIFORNIA MEDICINE 


q 
q 
q 
q 
ip 
q 
q 
q 
q 
q 
q 


Guy Died Claremont, June, 1957, aged 79. 
Graduate Rush Medical College, Chicago, 1908, Licensed 
California 1921. Doctor Bliss was retired member 
the Los Angeles County Medical Association and the 
California Medical Association, and associate member 
the American Medical Association. 


Died Atherton, May 31, 1957, 
aged 38. Graduate Columbia University College Phy- 
sicians and Surgeons, New York, Y., 1943. Licensed 
California Doctor Cohen was member the San 
Mateo County Medical Society. 


Died March 16, 1957, 
aged 66. Graduate the University California School 
Medicine, Berkeley-San Francisco, Licensed 
fornia 1917. Doctor Cohn was member the San 
Francisco Medical Society. 


Died Orange, June 1957, aged 78. 
Graduate the University Louisville School Medicine, 
Louisville, Kentucky, 1911. Licensed California 1922. 
Doctor Farrage was retired member the Orange County 
Medical Association and the California Medical Association, 
and associate member the American Medical Asso- 
ciation. 


Died Los Angeles, June 24, 1957, aged 
71. Graduate the College Physicians and Surgeons, 
Los Angeles, 1913. Licensed California 1914. Doctor 
Jesberg was retired member the Los Angeles County 


Memoriam 


Medical Association, and associate member the Amer- 
ican Medical Association, 

Died San Francisco, July 1957, 
aged Graduate the University Minnesota Medical 
School, Minneapolis, 1944. Licensed California 1945. 
Doctor Koskela was member the Santa Cruz County 
Medical Society. 

Died Inglewood, June 23, 1957, 
aged 45. Graduate the University Minnesota Medical 
School, Minneapolis, 1942. Licensed California 1942. 
Doctor McFarland was member the Los Angeles County 
Medical Association. 

Died June 19, 1957, aged 54. Graduate 
Jefferson Medical College Philadelphia, Philadelphia, 
Pennsylvania, 1928. Licensed California Doctor 
Salvin was member the Los Angeles County Medical 
Association. 


Irwin. Died Oakland, June 20, 1957, 
aged 48, respiratory failure. Graduate the University 
California School Medicine, Berkeley-San Francisco, 
1934. Licensed California 1934, Doctor Sipman was 
member the Alameda-Contra Costa Medical Association. 


Died December 1956, aged 58. 
Graduate Stanford University School Medicine, Stan- 


ford-San Francisco, 1927. Licensed California 1927. 


Doctor Thomson was member the San Francisco Medi- 
cal Society. 
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These Are Your Wives 


WAS PRIVILEGE attend the 34th annual meet- 
ing the Woman’s Auxiliary the American 
Medical Association held New York June. 
Along with the convention itself, and the parties 
planned, that period gathering with old friends 
and new acquaintances, resulting the interchange 
ideas. Many the thoughts come home with 
are not part the convention all, but usable ideas 
employed other groups, such the following 
article which was written Mrs. Richard Stover, 
third vice-president the Woman’s Auxiliary 
the American Medical Association. 

“Many organizations have auxiliaries, but 
whole, professional group has strong aux- 
iliary, made their wives, does the medical 
profession through the Woman’s Auxiliary the 
American Medical Association, nor there any that 
operate under many good democratic pro- 
cedures. essence, what the Auxiliary does, all 
instances from county the national level 
operate autonomy with its programs and 
projects and policies set under guidance each 
segment’s own advisory board. 

“One particular difference between the medical 
Auxiliary and other auxiliaries that its parent 
body almost entirely made men who are 
specialists one thing—MEDICINE, and who, be- 
cause the intensive training that medicine has 
taken have not had the time broaden their edu- 
cation into other fields. There are exceptions, but 
they are very, very few—the majority physicians 
having spent most their time learning medicine 
the exclusion everything else. 

“Their need for other skills, however, less be- 
cause they have these skills available them 
through the women they married—and organized 
medical auxiliaries every state possible 
find practically every skill present least one 
doctor’s wife. 

“Let give you some examples: Here doctor 
who has been made chairman the publicity com- 
mittee for convention. knows nothing about 
writing for newspapers even had time it. 


122 


ALIFORNIA MEDICAL ASSOCIATION 


his county medical society auxiliary are three 
women who have had journalism college and real 
experience writing for newspapers. This was 
wise doctor—he used the journalistic experience 
the women and obtained good publicity. Here 
doctor who needs plan exhibit and staff for 
county fair. too, smart man, asks the 
president his county auxiliary for committee 
help him out. They view exhibits, help decide which 
the public would like the best and then set the staff 
service the exhibit. All this has saved time for the 
doctor and enhanced the chances the exhibit’s 
success; for the auxiliary president has chosen from 
her membership those who know public relations 
and visual aids help select the exhibit and then, 
those who staff are trained handling the public. 
Yes, the county fair exhibit was success. 

“Then too, there the legislative committee 
county medical society who felt the need some 
the techniques and tools for best approaching the 
problems offsetting built public opinion that 
had been demanding legislation that would 
benefit the health the public. They too, called 
upon wives doctors help them. helped; the 
legislation was defeated. 

“Go through many the professions and skills 
that others have—that the doctor won’t have since 
was not included his medical education. There 
are school teachers, nurses, public relations experts, 
publicity experts, public speakers, economists, ac- 
countants, lawyers, engineers, architects and many 
others. Now, look the members your medical 
auxiliary—somewhere that membership will 
the wife with the profession tool that needed 
give help the medical profession. 

“Like the man who wanted happiness, these things 
frequently not just come you, you must reach 
out and get them. Your medical auxiliary pre- 
pared help you any way can—if doesn’t 
come you—reach out and get it. Let keep 
mind that ‘health joint endeavor’.” 


Mrs. OFFIELD 
President, Woman’s Auxiliary 
the California Medical 
Association. 
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NEWS NOTES 


NATIONAL STATE COUNTY 


ALAMEDA 


Dr. Frederic Kriete, assistant chief the Division 
Preventive Medical Services the State Department 
Public Health, was named deputy state health director, effec- 
tive July The position deputy director was established 
the recent session the State Legislature. 

Dr. Kriete joined the department 1947 chief the 
Bureau Maternal and Child Health. 


* * * 


Dr. Robert Dyar, chief the Division Preventive 
Medical Services the California Department Public 
Health, was elected president-elect the ‘Western Branch 
the American Public Health Association the annual 
meeting the organization Long will succeed 
the presidency next summer upon completion the term 
Dr. Elliott, Provincial Department Health and 
Welfare, Vancouver, 


LOS ANGELES 


The annual meeting the American Society Anes- 
thesiologists will held Los Angeles, October 18. 
The headquarters for this meeting will the Statler Hotel. 
attendance 1,500 2,000 persons expected. 


SAN FRANCISCO 


With program designed give the medical profession 
perspective the work being done the field 
electronics, the West Electronic Show and Convention 
(WESCON) will present the following symposium between 
and o’clock the afternoon Thursday, August 22, 
Civic Auditorium, San Francisco: 

Dr. Craig Newnan, Varian Associates, Palo Alto— 
Survey Electron Accelerators and Radioactive Sources for 
High Energy Radiation Therapy. 

Dr. Mitchell Weissbluth, Stanford Medical School— 
Medical Applications the Electron Linear Accelerator. 

Dr. Cornelius Tobias, Donner Laboratory, University 
California, Berkeley—Biological and Medical Applications 
High Energy Protons. 

Dr. Gail Adams, University California Hospital, San 
Francisco—Problems Dosimetry X-Radiation. 

Dr. Robert Newell, Stanford University Medical School, 
will chairman the symposium. 


* * * 


testimonial dinner honoring Dr. Robert Newell 
his retirement professor radiology Stanford Univer- 
sity Medical School and his new appointment Civilian 
Consultant the Naval Radiological Defense Laboratory, 
Hunter’s Point, will given September the Fairmont 
Hotel. 


Reservations may arranged communicating with 
Dr. Ward Smith, office the Dean, 2398 Sacramento 
Street, San Francisco 15, before September 15. 
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SANTA CLARA 


The eighth annual meeting biological societies, un- 
der the auspices American Institute Biological Sciences, 
will held Stanford University, Palo Alto, August 
29, 1957. The Western Division the American Association 
for the Advancement Science will co-sponsor the conven- 
tion with AIBS. Thirty-five societies will meet this time. 
attendance 3,000 expected. Approximately 2,000 
papers and symposia will presented during the four days 
meetings. 


GENERAL 


Dr. Dwight Murray Napa, California, immediate 
past president the American Medical Association, will 
the keynote speaker the Fourth Annual Pacific Northwest 
Industrial Health Conference held Portland, Sep- 
tember and 10, 1957. 


The Conference, the Oregon State and 
nomah County medical societies, will feature panel discus- 
sions and question periods such timely industrial-medical 
subjects “Employment the Injured and the Handi- 
capped,” “The Older Worker Industry” and “Industrial 
Health Problems the Transportation Industry.” 


The two-day conference which held Portland’s 
Multnomah Hotel, open all interested physicians. Ad- 
vance registrations $10 each are being accepted the 
Portland Chamber Commerce, 824 Fifth Avenue, 
Portland Oregon. 

* * 

Two California institutions were among seven the na- 
tion receive grants from the American Fund for Psy- 
chiatry recently. 

award the psychiatry department the University 
California will used study how life strange new 
culture might contribute psychological disorders. Under 
$3,000 grant, Dr. Shogo Terashima Japan will evaluate 
what effect the American culture may have had Japanese 
immigrants now suffering from various psychoses. 

Receiving Fellowship for the second straight year Dr. 
Jacob Kahn Stanford. Under $6,000 grant, will 
continue his work the psychiatry department’s training 
program child psychiatry. Dr. Kahn has been charge 
the supervision resident psysicians child psychiatry. 

* * * 


Dr. Marshall Skaggs Sacramento was installed presi- 
dent the California Society Anesthesiologists the 
annual meeting the organization held Sun Valley, 
Idaho, and Dr. John Howard San Diego was elected pres- 
ident-elect. Dr. Ronald Simpson San Francisco was 
elected vice-president, and Dr. Francis Guinney Los An- 
geles, 

Dr. Bruce Henderson Oakland was reelected chairman 
the board governors the Western Conference An- 
esthesiologists, which also was meeting Sun Valley. 

* 


The 1957 Medical Economics award for the best articles 
submitted physicians have just been announced the 
national business magazine for physicians. Top award 
$500 will the physician submitting the best original 
article during the year. Awards ranging from $300 $100 
will made for other original articles written physicians 
and accepted for publication. This year, for the first time, 
awards $50 will made for article ideas submitted 
physicians and found suitable for development Medi- 
cal Economics’ 

Details may obtained from: Awards Editor, Medical 
Economics, Oradell, 
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POSTGRADUATE 
EDUCATION NOTICES 


THIS BULLETIN the dates postgraduate education 
programs and the meetings various medical organ- 
izations California supplied the Committee 
Postgraduate Activities the California Medical Asso- 
ciation. order that they may listed here, please 
send communications relating your future medical 
surgical programs to: Mrs. Margaret Griffith, Director, 
Postgraduate Activities, California Medical Association, 
417 South Hill Street, Los Angeles 13. 


UNIVERSITY CALIFORNIA LOS ANGELES 


Treatment Emotional Problems Office Prac- 
tice. Thursdays, September through December 12. 
Twenty-four hours. Fee: $50.00. 


Surgical Anatomy. Mondays, September through No- 
vember 


Selected Topics Pathological Physiology the 
Cardiovascular System. Limited students. Mon- 
days, October through December Twenty hours. Fee: 
$60.00. 


Removal Foreign Bodies Lung and Bronchi. 
Limited students. Wednesday and Thursday, Octo- 
ber and 10. Nine hours. Fee: $100.00. 


Endocrinology and Metabolism. Friday and Saturday, 
October and 12, Ten 


Cardiac Roentgenology. Wednesday through Saturday, 
October through 


Dermatology. Friday through Sunday morning, October 


Aviation Medicine. Thursday, Friday and Saturday, Oc- 
tober 31, November and Twenty 


Photomicrography. Mondays, November through De- 
cember Twelve hours. Fee: $30.00. 


Otolaryngology. Friday and Saturday, November and 
Twelve 


Arthritis and Rheumatism. Friday and Saturday, De- 
cember and Twelve 


Contact: Thomas Sternberg, M.D., Assistant Dean for 
Postgraduate Medical Education, U.C.L.A., Los An- 
geles 24. BRadshaw 2-8911, Ext. 202. 


UNIVERSITY CALIFORNIA, SAN FRANCISCO 


Fundamental Principles Radioactivity and the 
Diagnostic and Therapeutic Uses Radioisotopes. 
Two three month course limited one enrollee per 
month. Tuition: $250.00 per month. 


Fall Symposia Obstetrics and Gynecology. Wednes- 
day through Saturday, September 14. Twenty-eight 
hours. Fee: $75.00. 


Internal Medicine. Monday through Saturday, Septem- 
ber 21. Forty-two hours. Fee: $100.00. 


Medicine for General Practitioners. East Oakland 
Hospital, Tuesday evenings, September December 
10. Twenty-four hours. Fee: $50.00. 


*Hours and Fees announced. 
announced. 
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Endocrinology. Evening Series Sacramento, Wednes- 
day evenings, September 25, October and November 
20. Fee: $15.00. 


Glaucoma. Thursday and Friday, September and 27. 
Fourteen hours, Fee: $60.00. 


Current Advances Internal Medicine. Wednesday 
evenings, October through November Fee: $30.00. 


Laboratory Technicians Course. Tuesday evenings, 
October through November 19.* 


Annual Ophthalmological Conference. Wednesday- 


Orthopedics. Mount Zion Hospital, Friday and Saturday, 
December and Fourteen 


Dermatology. Friday and Saturday, January and 18, 
1958.* 


Cancer Cytology. Monday through Friday January 
31, 1958. Thirty-five 


Course for Physicians General Practice. Monday 
through Friday, March 1958, Mount Zion Hos- 
pital.* 

Contact: Seymour Farber, M.D., Head, Postgraduate 
Instruction, Office Medical Extension, University 
California Medical Center, San Francisco 22. MOntrose 
4-3600, Ext. 665. 


STANFORD UNIVERSITY SCHOOL MEDICINE 


Morning Clinical Conferences, each Monday, Room 
515. Contact: Pischel, M.D., Professor, Division 
Ophthalmology, Stanford University School Medicine, 
2398 Sacramento St., San Francisco 15. 


Postgraduate Conference Office Dermatology. 
September 21. Contact: Office the Dean, Stan- 
ford University Medical School, 2398 Sacramento St., 
San Francisco 15. 


UNIVERSITY SOUTHERN CALIFORNIA, 
LOS ANGELES 


Cardiac Resuscitation. Sponsored the Los Angeles 
County Heart Association each Wednesday throughout 
the year, p.m. Residents admitted without fee. 
Tuition for all other physicians: $30.00. (Each session 
all-inclusive.) 


Basic Home Course Electrocardiography. Physi- 
cians may register any time and receive all issues. 
Fifty-two weeks. Fee: $100.00. 


Advance Home Course Electrocardiography. One 
year postgraduate series, electrocardiogram interpreta- 
tion mail. Fifty-two issues: $85.00. Physicians may 
register any time. 


Dermatology. Twelve months full time basic science 
course beginning September 16. Enrollment limited 
qualified physicians. Los Angeles County Hospital. 
Fee: $1,000.00. 


Intensive Review Internal Medicine. Monday 
through Friday, 8:30 a.m. 12:30 p.m., September 
through October Program scheduled near time Part 
the American Board Internal Medicine examination 
order accommodate those physicians who desire 
intensive review prior this examination. USC Re- 
search Building, 2025 Zonal Ave., Los Angeles, Fee: 
$65.00. 
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Symposium Sexual Problems. September 27, a.m. 
p.m., Statler Hotel, Los Angeles. Fee: $25.00. 


Practical Electrocardiography. October and 
Catalina Island. Fee: $75.00. 


Pediatric Clinics for the General Practitioner. Octo- 
ber 1957, through March 18, 1958, 8:30 9:30 a.m. 
Childrens Hospital. Fee. $40.00, 


Bedside Clinics and Set Clinics Internal Medicine. 
Thursdays, October 10, 1957, through January 16, 1958, 
7:30 9:30 p.m. Los Angeles County Hospital. Fee: 

$65.00. 


Contact: Phil Manning, M.D., Director, Postgraduate 
Division, University Southern California School 
Medicine, 2025 Zonal Avenue, Los Angeles 33. CApital 


COLLEGE MEDICAL EVANGELISTS 


Vue-Vox Postgraduate Refresher Courses. Courses 
are made four more half-hour lectures each, 
recorded hi-fi magnetic tape and illustrated 35- 
mm. filmstrips slides full color, and adapted for 
use any standard tape recorder and filmstrip slide 
projector, automatic manual, 


Contact: Paul Foster, M.D., chairman, Committee 
Audio-Visual Courses, College Medical Evangelists 
School Medicine, 316 North Bailey St., Los Angeles 
33. 


CALIFORNIA MEDICAL ASSOCIATION 
POSTGRADUATE COURSES 


POSTGRADUATE CIRCUIT COURSES 


VALLEY Circuit for Dunsmuir, Chico, Marys- 
ville and Auburn, cooperation with University Cali- 
fornia, San Francisco, begins week October 1957. 


Coast for Eureka, Ukiah and Napa, 
cooperation with Stanford University School Medi- 
cine begins week October 1957. 


POSTGRADUATE INSTITUTES—1958 


San BERNARDINO, RIVERSIDE AND ORANGE COUNTIES, co- 
operation with College Medical Evangelists, Arrow- 
head Springs Hotel, San Bernardino County, February 
and 14, 1958. Chairman: Elmer Carlson, M.D., 
756 Euclid Ave., Ontario. 


West Coast cooperation with UCLA School 
Medicine, Golden Bough Theater and Playa 
Hotel, Carmel, March and 1958. Chairman: Howard 
Miles, M.D., 535 Romie Lane, Salinas. 


San cooperation with Stan- 
ford University School Medicine, Hotel Californian, 
Fresno, March and 21, 1958. Chairman: Henry 
Tiesche, M.D., 1759 Fulton St., Fresno. 


Coast cooperation with USC School 
Medicine, Hoberg’s Resort, Lake County, April 10, 
and 12, 1958. Chairman: Alfred Thurlow, Jr., 
M.D., 185 Sotoyome Ave., Santa Rosa. 


Contact: One the chairmen listed above, Mrs. Mar- 
garet Griffith, Director, Postgraduate Activities, Cali- 
fornia Medical Association, 417 So. Hill Street, Los 
Angeles 13. Madison 6-0683. 
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Dicest nonprofit subsidiary the 
C.M.A., now offers (on subscription basis) series 
hour-long tape recordings designed keep the physi- 
cian abreast current happenings his particular 
field. Composed practice-useful abstracts from 600 
leading journals, with short lectures and editorial com- 
ments from prominent physicians, Audio Digest offers 
programs covering general practice, surgery, internal 
medicine, obstetrics and gynecology, and pediatrics. 


Contact: Claron Oakley, editor, 1919 Wilshire Blvd., 
Los Angeles 57. 


Medical Dates Bulletin 


AUGUST MEETINGS 


Boarp Examiners Oral Examination, 
Los Angeles, August 17.* 


Boarp Oral and Clinical 
Examination for Foreign Graduates, Los Angeles, Au- 
gust 


tion, Los Angeles, August 22. 


Reno Annual Meeting, August 24, 
Riverside Hotel, Reno, Nevada. Contact: Nelson 
Neff, P.O. Box 188, Reno. 


SEPTEMBER MEETINGS 


State Annual Scientific Ses- 
sion, September Hotel Utah, Salt Lake City, 
Utah. Contact: Harold Bowman, South Fifth Street, 
Salt Lake City. 


BILITATION, Los Angeles, September 13. Contact: 
Frances Baker, M.D., secretary, One Tilton St., San 
Mateo. 


Annual Postgraduate Assembly, 
September 14, Saint John’s Hospital, Santa Monica. 
Contact: John Eagan, M.D., director, Postgraduate 
Assembly, 22nd Street Santa Monica Blvd., Santa 
Monica. 


ing, Olympic Hotel, Seattle, Washington, September 
18. Contact: Mr. Ralph Neill, executive secretary, 
1309 Seventh Ave., Seattle, Washington. 


San County GENERAL Annual Post- 
graduate Assembly, September 19. Reception for 
all registrants, 5:00 7:00 p.m., September 18. Con- 
tact: Haddon Peck, Jr., M.D., 525 Hawthorne St., 
San Diego. 


State Annual Meeting, 
Las Vegas, September 28. Contact: Nelson Neff, 
executive secretary, Box 188, Reno. 


Fracture Association Annual 
Meeting, Paso, Texas, September October 
Contact: Wellmerling, M.D., 606 Grieshum 
Bloomington, 


Louis Jones, M.D., 1020 Street, Sacramento 14. 


*NOTE: regard the dates oral examinations, applicants are 
requested NOT to arrange to come to an oral examination until they 
receive notice the action the Credentials Committee advising 
them of the time and place to appear. 
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OCTOBER MEETINGS 


San Francisco Heart 28th Annual Post- 
graduate Symposium Heart Disease, October 
St. Francis Hotel, San Francisco. Contact: Lawrence 
Kramer, Jr., executive director, 604 Mission St., San 
Francisco. 


Society, California Division Annual 
Fairmont Hotel, San Francisco. Contact: Gerson Bis- 
kind, M.D., chairman, Program Committee, 450 Sutter 
St., San Francisco 


nual Meeting combined with First INDUSTRIAL 
Biltmore Hotel, Los Angeles. 
October Contact: Zaik, M.D., secretary, 
Western Industrial Medical Association, 740 South Olive 
Street, Los Angeles 14. 


San County Heart Seventh Annual 
Professional Symposium Heart Disease. Naval 
Hospital, San Diego, October Contact: Martin 
Avison, executive director, San Diego County Heart 
Association, 1651 Fourth Ave., San Diego. 


Los County Heart 27th Annual 
Symposium Heart Disease, Wilshire-Ebell Theatre, 
4401 Eighth St., Los Angeles, October and 10. 
Contact: Walter Thompson, Jr., M.D., chairman, 660 
Western Ave., Los Angeles. 


American Cancer Society, Washington Division Annual 
Meeting, October 11, Olympic Hotel, Seattle. Board 
Directors Meeting, October 12. Contact: Mrs. Esther 
Ristine, Office Manager, 123 Harrison, Seattle 99, 
Washington. 


Annual Meeting, Octo- 
ber 24, Santa Barbara. Contact: Walter Scott, 
M.D., secretary, 1321 Vermont Ave., Los Angeles 27. 


State Boarp Written Examina- 
tion, October 24, Sacramento.t 


Society INTERNAL Annual Meet- 
ing, October 27, Mirador, Palm Springs. 
Contact: Mrs. Mildred Coleman, assistant secretary, 
350 Post St., San Francisco 


INTERNAL Scientific Session, 
The Thyroid. Mirador, Palm Springs, p.m., 
October 26. Contact: William Cover, M.D., 575 Fifth 


St., San Bernardino. 


NOVEMBER MEETINGS 


CALIFORNIA ACADEMY GENERAL Practice Ninth Annual 
Scientific Assembly, November Hotel Statler, 
Los Angeles. Contact: William Rogers, executive 
secretary, 461 Market Street, San Francisco. 

November 22, Honolulu, Hawaii. Contact: 
Pinkerton, M.D., Director General Pan-Pacific Sur- 
gical Association, Room 230, Young Bldg., Honolulu, 
Hawaii. 


DECEMBER MEETINGS 


AMERICAN COLLEGE Postgraduate 
Course Diseases the Chest, Ambassador Hotel, 
Los Angeles, December 13. Contact: Alfred Gold- 
man, M.D., chairman, 416 Bedford Drive., Beverly 
Hills. 


1958 MEETINGS 


ing, March 22, Del Monte Lodge, Del Monte, 
fornia. Contact: Benjamin Edwards, M.D., 2200 
Santa Monica Blvd., Santa Monica. 

AMERICAN COLLEGE OBSTETRICIANS AND GYNECOLOGISTS, 
April 23, Los Angeles. Contact: John Ullery, 
M.D., secretary, South Clark St., Chicago 

Annual Meeting, Am- 
bassador Hotel, Los Angeles, April 30. Contact: 
John Hunton, executive secretary, 450 Sutter St., San 
Francisco Clancy, director, Public Relations, 
417 South Hill St., Los Angeles 13. 

AMERICAN May 
23, San Francisco. Contact: Johnson Putney, 
M.D., secretary, 1719 Rittenhouse Square, Philadelphia, 

Heart Annual Meeting, Scien- 
tific Session and Directors Meeting, Hacienda Motel, 
Fresno, May 25. Contact: Keith Thwaites, ex- 
ecutive director, 1428 Bush St., San Francisco. 

Meeting, June 22, San Francisco. Contact: Mr. 
Murray Kornfeld, executive director, 112 East Chestnut 
St., Chicago 11, 

Annual Meeting, June 
27, San Francisco. Contact: American Medical 
Association, 535 North Dearborn St., Chicago 10. 

Angeles. Contact: Norman Nigro, M.D., secretary, 
Peterboro St., Detroit Michigan. 
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INFORMATION 


Far East Type 
California 


Some days after researchers Walter Reed 
Army Institute Research had isolated and iden- 
tified the virus causing the influenza epidemic 
the Far East, the Virus Laboratory the California 
State Department Public Health reported positive 
identification isolates, from throat washing from 
California patients, Far East strain influenza. 

Across the state there appears increase 
the incidence acute respiratory illnesses currently 
above the number usually expected June and July. 

However, because the disease has’ been mild 
nature, running two three day course, the De- 
partment this time: 


Does not recommend vaccination against in- 
fluenza the present situation with the vaccine 
currently available. 


Does not recommend any change normal 
vacation and camping plans. 


During the past weeks, public health officials care- 
fully followed the progress influenza outbreaks 
the Orient. The disease was first seen Hong 
Kong and Singapore. Then rapid succession, al- 
most simultaneous epidemics occurred Taiwan, 
the Philippines, the Malayan States, Indonesia, 
Japan, and India. 

These outbreaks have been characterized un- 
usually high attack rates, per cent the 
population. The disease generally mild form 
with sudden onset and fever 101 102 degrees, 
malaise, muscle aches most pronounced the back 
and legs; and duration from three four days. 

The virus itself has been described “Type 
virus quite different from Type strains previously 
isolated and studied.” 

The California State Department Public Health 
maintains influenza listening posts throughout the 
state. Recently five outbreaks acute febrile respira- 
tory disease have been reported and are currently 
under investigation. 


CAMPUS, DAVIS 


outbreak occurred Davis group 391 
teenage girls attending conference the campus. 
Two hundred and twenty-five these girls developed 
respiratory illness during the ten day period, June 
June 30. 
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was from this outbreak that the first positive 
identification influenza virus, Far East strain, 
resident civilian population group was made 
the Virus Laboratory. 

One fatality, possibly associated with influenza, 
has occurred middleaged woman who was 
participant the conference. preliminary re- 
port, pathologic findings were stated consistent 
with acute toxic myocarditis the type asso- 
ciated with viral infections. Microscopic examina- 
tion tissue sections has not been completed. 


SAN FRANCISCO 


Thirty-six boys out total fifty-three 
San Francisco Youth Guidance Center facility 
San Mateo County, became ill June through June 
25. They experienced typical symptoms influenza. 
Examination laboratory specimens has not been 
completed. 


SAN DIEGO 


Two outbreaks have been reported involving naval 
personnel. One occurred among crew members 
naval vessel, June 11. Seventy-eight the 130 crew 
members developed influenza-like illness within 
three four day period. 


The second outbreak occurred among group 
4,200 naval recruits. The outbreak began June 
and during the next eight days about 920 men were 
admitted the sick list. 


Identification the virus Far East like virus 
has been made the latter outbreak. Identification 
the former outbreak has not yet been established. 


FORT ORD, MONTEREY COUNTY 


increased occurrence acute febrile respira- 
tory disease, clinically resembling influenza was 
noted among military personnel beginning June 17. 
least 245 cases occurred during the period June 
through July July there was apparent 
recurrence this outbreak with approximately 130 
men being admitted the sick list with acute febrile 
respiratory illness over the July 6-7 weekend. 


MARE ISLAND, SOLANO COUNTY 


During the period from about May June 
approximately out group Marines de- 
veloped acute febrile respiratory illness. 
further cases were seen until about June when 
approximately 137 cases were hospitalized one 
Laboratory specimens are being examined 
the 6th Army Medical Laboratory. 


Other scattered reports episodes acute re- 
spiratory illness have been reported the California 
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State Department Public Health follows: San 
Mateo County, cases among 190 boy campers 
between June and June and cases among 
boy campers between June and June 24; Tuo- 
lumne County, cases among 135 boy campers and 
staff members during the week beginning June 
26; Santa Cruz County, cases group 130 
campers reported June 18. 

July the California State Department 
Public Health requested that all local health officers 
make telephone check summer camps and report 
their findings the Department. reports received 
July 11, 1957, four counties, Sonoma, Fresno, 
Plumas, and Los Angeles have reported cases 
influenza-like illness few the camps checked. 

Under the Department’s Influenza Surveillance 
Program total cases influenza have been 
confirmed laboratory examination paired 
blood specimens since November 1956. Twenty- 
one were identified influenza caused the Type 
virus and were Type 


Local health departments and practicing physi- 
cians throughout the state are observing closely the 
occurrence acute febrile respiratory illness for 
the purpose reporting any significant increases 
outbreaks the State Department Public Health. 


Status Poliomyelitis Inoculations 
California 


NOW ESTIMATED the State Department 
Public Health that about 5.2 million Californians 
have had their first inoculations Salk vaccine, 
million have had second inoculations, and 1.2 million 
have had all three inoculations. the time the 
statewide poliomyelitis immunization program was 
announced the fall 1956 was estimated that 
there were 8.6 million persons California under 
years age for whom inoculations were recom- 
provide three inoculations for this entire 
group would take 25.4 million inoculations. 
estimated that least 10.4 million inoculations have 
been given. thus seen that terms the total 
program, less than half the goal has been achieved. 
However, from information available the Depart- 
ment appears that approximately per cent 
the age group have had the first inoculation, 
per cent the second and per cent the third. 
have had first inoculations, per cent the second 
and 1.5 per cent the third. the total group 
estimated that per cent have had first inocu- 
lations, per cent the second and per cent the 
third. 

The incidence poliomyelitis running well be- 
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low last season. The total cases reported 
July was approximately half that last year 
the like period, while the number paralytic cases 
has been approximately one-fifth last year’s level. 
too early the poliomyelitis season know 
what the total impact the vaccination program 
might be. The national figures are running approx- 
imately the same those California, the incidence 
being well below last year well below the five- 
year median. 

All state-purchased and federal-purchased vaccine 
had been committed the end June and the 
majority the local health jurisdictions had com- 
pleted their public programs with the use this 
vaccine. There are, however, few notable excep- 
tions large metropolitan areas where the public 
vaccination program will continue into the summer 
months due shortage vaccine supply. 


Occupational Health Programs 


THE FOLLOWING STATEMENT the scope, objectives, 
and functions occupational health programs was 
submitted the Board Trustees the American 
Medical Association the Council Industrial 
Health. The statement describes and defines ortho- 
dox in-plant medical programs understood this 
country today and distinguishes clearly between such 
programs and the various plans for comprehensive 
medical care the sick. 

The statement was approved the Board 
Trustees and was transmitted the House Dele- 
gates the meeting held June 1957. 
printed here amended and passed the House 
Delegates. 


Introduction 


used this statement, the term “occupational 
health program” means program provided man- 
agement deal constructively with the health re- 
quirements employees and employers relation- 
ship employment. 

The term “occupational medicine” means that 
branch medicine practiced physicians meet- 
ing medical problems and needs under occupational 
health programs. 

Occupational health programs the United States 
stem from the medical services established some 
employers the middle the 19th century meet 
the needs their employees locations where med- 
ical services were not satisfactory readily avail- 
able. Further impetus their development was given 
the enactment laws various states which 
obligated many employers maintain safe and 
healthful work environments and compensate em- 
ployees for occupational disability death. 
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Occupational Health Programs 


Although health maintenance primarily the 
responsibility the individual, occupational 
health program represents management’s recognition 
its obligation provide safe work environment 
and its opportunity promote better health among 
its employees. While circumstances may affect the 
extent certain services which may enter into 
comprehensive health program, high quality 
performance must preserved all times. 

Cooperation between physicians, nurses, industrial 
hygienists, technicians and other personnel the 
occupational health program and management per- 
sonnel responsible for the employment, safety and 
well-being employees essential. Occupational 
health personnel should cooperate also with private 
and official community agencies providing health, 
safety, employment and welfare services. 


Through the years many forms occupational 
health programs have been developed from which 
has emerged acceptable basic pattern. Experi- 
ence indicates that success can assured when: 


The program: (a) Observes the basic principle 
service the individual physician and con- 
forms medical customs the community; (b) 
complies with existing laws; (c) emphasizes preven- 
tion and health maintenance; (d) utilizes community 
medical resources when adequate when they can 
developed reasonably. 

The physicians participating the program: 
(a) Maintain high standards professional service 
and conduct for the benefit employee and em- 
ployer alike; (b) cooperate and maintain proper 
liaison with other physicians the community and 
with the local medical society; (c) are engaged and 
compensated accordance with the Principles 
Medical Ethics the American Medical Associa- 
tion; (d) not use their occupational health affili- 
ations means gaining enlarging private 
practice among employees. 


recent years, with the recognition employers 
and employees the values attainable through oc- 
cupational health programs which apply the ad- 
vances preventive medical and engineering knowl- 
edge, the earlier concept curative occupational 
medicine has been broadened include and em- 
phasize prevention and health maintenance. 


Although current programs reflect varying degrees 
development, they all provide common oppor- 
tunity for employers, employees and physicians 
carry adult health programs which supplement 
other health services available the community 
and which serve effective components com- 
munity health. 

From time time, problems arise out mis- 
understanding the proper scope occupational 
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health programs contrasted with medical pro- 
grams for personal (nonoccupational) illness 
employees. is, therefore, essential that employers, 
employees, and physicians recognize the fundamen- 
tal distinction between these two types programs. 

general, these two kinds programs differ 
objectives, methods financing, amount and type 
services provided, and some cases, the com- 
position the group covered. Although the same 
medical personnel may serve administer both 
types programs, certain activities occupational 
health programs are not appropriate to, and cannot 
generally performed successfully within the frame- 
work of, personal medical service programs. The 
occupational health programs must oriented 
the work environment and the health the em- 
ployee relation his job. the other hand, 
when service rendered physicians under occu- 
pational health programs exceeds the limits described 
hereafter, the occupational health program becomes 
that extent medical program for personal illness 
and should recognized all concerned. 


Medical Programs for Personal 
(Nonoccupational) Illness 

These programs owe their existence certain fac- 
tors and circumstances the employer-employee 
relationship not directly related occupational 
health considerations. major objective such 
programs distribute the cost medical service 
lighten the economic burden the em- 
ployee. Some programs include dependents and/or 
retired employees well the employed group. 
They are usually designed provide medical, sur- 
gical, and hospital care. The cost such programs 
may financed jointly solely management, 
unions, the subscribers. Medical services may 
provided personal physicians, physicians 
management union health centers, other 
physicians upon referral. Such personal medical 
services may diagnostic, therapeutic rehabili- 
tative, and may limited comprehensive 
scope. These programs are separate and distinct 
from occupational health programs, the objectives, 
activities, facilities and personnel which are de- 
scribed the remainder this statement. 


Objectives Occupational Health Programs 


The objectives occupational health program 
are: 


protect individuals against health hazards 
their work environment. 


insure and facilitate the placement and 
suitability individuals according their physical 
capacities and their emotional make-up work 
which they can reasonably perform with accept- 
able degree efficiency and without endangering 
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their own health and safety that their fellow 
employees, and 
encourage personal health maintenance. 
The achievement these objectives benefits both 
employers and employees terms improved 
employee health, morale, and productivity. 


Activities Attain Objectives 


order attain these objectives the following 
activities (and the maintenance appropriate 
records) are essential: 


Supervision the work environment from 
health standpoint. This requires periodic inspections 
physicians the entire premises used em- 
ployees, including provision for, and appropriate 
participation in, the procedures and tests required 
detect and appraise health hazards. Such inspec- 
tions and appraisals provide current information 
health aspects work conditions, processes and 
substances used. This information, including those 
relating stress and mental health, will aid evalu- 
ating any health hazards that may exist and 
making appropriate recommendations for preventive 
corrective measures. 


Health examinations. Unrealistic and needlessly 
stringent standards physical fitness defeat the 
purposes health examinations and maximum 
utilization the available work force. 

Health examinations should consist of: 

(a) initial examination determine the health 
status the individual order facilitate suitable 
placement employment. This examination should 
include (1) his family and personal medical his- 
tory; (2) his occupational history; (3) physical 
examination, and (4) other procedures help de- 
termine the individual’s employability and his ca- 
pacity for work. 

(b) Subsequent examinations carried out suit- 
able intervals and designed detect any sign 
symptom ill health related employment con- 
ditions; and evaluate the health status the 
individual and make sure that his health com- 
patible with his job assignment. 

All examinations must conducted physicians 
with such assistance from ancillary personnel 
may required. Prior each examination, the 
individual should advised its constructive 
purpose and value. the conclusion examina- 
tion, the physician should discuss his findings mean- 
ingfully with the individual. When health defects 
are found, the physician should explain the indi- 
vidual the importance obtaining further medical 
attention and encourage him consult his personal 
physician. 

Medical records. The maintenance accurate 
and complete medical records every individual 
from the time his first examination treatment 
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basic requirement. Except when otherwise re- 
quired law, the confidential character these 
records, including the results health examinations, 
must rigidly observed all members the occu- 
pational health staff, and such records must remain 
the exclusive custody and control the medical 
personnel. The patient should informed all 
pertinent health findings except when such disclo- 
sures would have adverse effect his health and 
well-being. private physician other agency may 
provided with report health findings when 
the patient designates. Disclosure health in- 
formation should not made without the approval 
the patient except when essential fulfill the 
legal obligations the third party the public, 
and then, only the extent necessary fulfill such 
obligations. 


Medical diagnosis and treatment. Every em- 
ployee should encouraged have personal phy- 
sician. 

(a) Diagnosis and therapy required workmen’s 
compensation laws for occupational injury illness 
should directed toward optimum rehabilitation 
the employee. The right the employee select 
his attending physician should maintained. The 
attending physician may member the occu- 
pational health staff any physician the com- 
munity willing and qualified perform the essen- 
tial services. 

(b) Diagnosis and therapy case nonoccu- 
pational injury illness not responsibility 
occupational health program, with the limited ex- 
ceptions noted below. 

Emergency cases should given the attention re- 
quired prevent loss life limb relieve 
suffering until the patient placed under the care 
personal physician. 

For minor disorders, first aid palliative treat- 
ment may given the condition one for which 
the individual would not reasonably expected 
seek the attention personal physician, 
enable the individual complete his current work 
shift before consulting personal physician. 

occupational health programs, requests for 
treatment repetitive personal disorders should 
discouraged, and such individuals should referred 
their personal physicians. 

(c) The best interests patient are served 
cooperation and communication between attending 
physicians and physicians charge occupational 
health programs. this way, prompt restoration 
employees suitable employment can assured. 

Health and safety education. high standard 
occupational health cannot achieved without 
familiarity with, and the observance of, fundamental 
health rules. The development understanding 
these rules and the promotion their observance 
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essential task which occupational health 
staff can render very valuable assistance. 

occupational health program should promote 
the education employees matters personal 
hygiene and health and encourage the use safe- 
guards provided protect against any hazards 
health which may inherent their jobs. The most 
favorable opportunities for carrying health edu- 
cation and counseling will afforded during visits 
health facilities and through periodic inspections 
the employee’s place work. 

Health and safety education involves the coopera- 
tive efforts health, safety, and operating personnel. 
Such education should include not only the encour- 
agement habits cleanliness and orderliness but 
also instruction, collaboration with the employee’s 
immediate supervisor safe work practices, the 
use and maintenance available personal protective 
clothing and equipment. 

Experience has shown that health education 
unlikely successful unless the employer demon- 
strates his sincere and continuing interest the 
health his employees. This entails participation 
health personnel health and safety meetings. 
Likewise, employees should encouraged partici- 
pate the planning and conduct health educa- 
tion activities and make full and effective use 
occupational health services and facilities available 
them. 

occupational health program, effective 
and acceptable the employee, must staffed 
objective and competent personnel who create 
atmosphere warm, sincere, and positive personal 
helpfulness. 


Personnel 


All phases occupational health program 
should under medical supervision. This requires 
the appointment medical director, full part- 
time, who qualified doctor medicine. Training 
and/or experience occupational medicine de- 
sirable. The medical director should have respon- 
sible role the development and interpretation 
medical policy. should administer the health pro- 
gram and directly responsible designated 
official the policy-making level management. 
Additional physicians, consultants associates, 
may required for effective program. The 
duties these physicians should clearly defined 
the medical director. 
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Qualified auxiliary personnel, selected and di- 
rected the physician charge, are essential 
the proper functioning occupational health 
program. According program needs, these may 
include nurses, industrial hygienists, first aid at- 
tendants, and laboratory and clerical personnel. 

school nursing, registered and legally qualified 
practice nursing where employed. Training and/ 
experience occupational health desirable. 
She should assist the physician the supervision 
the health employees while work and their 
health education. Her professional duties and nurs- 
ing procedures should clearly defined writing 
the physician whom she responsible. 

One more qualified first aid attendants, known 
all employees, should always available during 
working hours. They should receive periodic re- 
fresher instruction and provided with specific 
written instructions the physician charge. 


Facilities 

The facilities occupational health program 
may available the place employment 
the community. When provided the employment 
premises, facilities should: 


located quiet area, readily accessible 
employees; 

sufficiently spacious, well lighted, ventilated 
and heated; 


Include waiting, consultation, examining and 
treatment rooms, and toilet facilities, insure ade- 
quate privacy and comfort; and 


Have appropriate medical 
equipment. 


may also desirable provide rest re- 
covery room, dressing rooms and facilities for labor- 
atory and radiological examinations. 


Conclusion 


Specific and detailed recommendations facili- 
ties, personnel and other aspects individual occu- 
pational health programs obviously are beyond the 
scope this statement. that the 
local medical consulted assure that 
given program agreement with the objectives 
this statement and with established community 
practices. 
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THE PATIENT SPEAKS—Harold Abramson, M.D., 
Associate Attending Physician and Chief of the Allergy 
Clinic, The Mount Sinai Hospital, New York City. Van- 
tage Press, 120 West 31st Street, New York 1, N. Y., 1956. 
239 pages, $3.50. 


Gives continuing picture the progress psychother- 
apy patient with chronic eczema and asthma. The 
treatment was nondirective and had its goal, giving the 
patient understanding the emotional factors and con- 
flicts which were contributing her illness. The major por- 
tion the book consists verbatim record parts 
many the hours treatment and this respect the book 
somewhat unique. Because its nontechnical language 
will helpful the public well physicians un- 
derstanding the nature psychotherapy. 

emphasizes the importance considering psychic 
well somatic factors and their interaction the treat- 
ment patient. The author makes pretense attempt- 
ing explain why the skin (as contrasted with some other 
organ) was the organ which the patient’s neurosis ex- 
pressed itself. 

The material that has been selected for inclusion the 
book relates primarily the patient’s relationship with her 
mother, Since the author’s role the treatment process 
not emphasized, does not give complete description 
the psychotherapeutic process and therefore will not 
helpful guide physicians who wish treat such 
patients. 

The last chapter the book devoted some theoreti- 
cal formulations regarding the role parent-child relation- 
ships the development allergic disorders. Dr. Abram- 
son does not make the mistake, that many others have, 
attempting attribute the allergic disorder seen chil- 
dren “maternal rejection.” emphasizes the complexity 
the relationship between the child and its mother and be- 
lieves there tendency mutual engulfment which 
often resolved when child and parent are separated. 


Norman M.D. 
* 


CHALLENGES CONTEMPORARY MEDICINE— 
Alan Gregg, Vice-President Emeritus the Rockefeller 
Foundation. Columbia University Press, New York, 1956. 
120 pages, $3.00. 


For the sixth the Bampton Lectures, delivered 1953 
Columbia University, Doctor Alan Gregg the Rocke- 
feller Foundation discusses series interlocking themes 
leading conception the medicine the future and 
the methods its achievement. The first essay sets out 
show that the general attitude toward modern medicine 
one undue complacency. This complacency has been bred 
from the relative security modern times from the massive 
disasters epidemic disease, with failure recognize the 
positive achievement. Consequently general apathy dis- 
courages further advance. succeeding essays the author 
points the necessity inculcating new and wider inter- 


132 


pretation the meaning health and disease out which 
should emerge new medicine holistic sort which 
all medical and paramedical personnel are fully integrated 
provide the finest both preventive and curative aspects 
medical care. Doctor Gregg designates this new medicine 
“Great Medicine” which will require newer conceptions and 
techniques medical education and more extensive 
scheme voluntary prepaid health insurance pay for it, 
costs which would more than offset the increase 
earning power and wealth the nation. clearly and 
properly states that “The cost medical education part 
the cost medical care” and that “Today’s teaching con- 
trols tomorrow’s practice.” Yet these costs have not been in- 
cluded the costs medicine and this neglect likely 
stultify future advance. With proper finance, however, the 
prospects for future protection are simply fantastic. 

The argument one intense interest even though the 
author not always consistent and speaks highly gener- 
alized terms. Many will disagree with the author’s views 
patient-doctor relationships but aside from such differences 
there much food for thought this provocative book 
which should have wide audience among physicians and 
educators. 


* * 


CLINICAL USE RADIOISOTOPES William 
Beierwaltes, M.D., Associate Professor Internal Medi- 
cine and Coordinator, Clinical Radioisotope Unit, Univer- 
sity Hospital, Ann Arbor; Philip C. Johnson, M.D., Assist- 
ant Professor of Internal Medicine, University of Okla- 
homa Medical School, Oklahoma City; and Arthur So- 
lari, B.S., M.S. (Physics), Instructor Radiation Physics, 
Department of Radiology, University Hospital, Ann Arbor. 
Saunders Company, Philadelphia, 1957. 456 pages, 
126 figures, $11.50. 


This book one the best its subject for fills 
need felt many people working radioisotopes medi- 
cine, would very helpful for the indoctrination those 
persons who wish instruction the general principles and 
application radioisotopes clinical problems—physicians, 
medical students, technicians. usual with such text, 
there much information stated about with short dis- 
sertations the other commonly employed radioisotopes— 
P32, Fe59, and 

could that the appendix may cover too much special 
detailed information for the above persons, i.e., decay 
curves, statistical errors counting, etc. The reviewer 
thought that there may lack remarks for radioiso- 
topes radiation effects living cells, deficiency cal- 
culation procedure used radiation physics, i.e., calcula- 
tion doses delivered tissues. general, however, such 
deficiencies should not detract from the great usefulness 
this text and recommended for those who wish indoc- 
trination and the details application radioisotopes. 


M.D. 
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THE LABYRINTH—Physiology and Functional Tests— 
Joseph J. Fischer, M.D., Clinical Professor in Otolaryngol- 
ogy, School Medicine, Tufts University. Grune and 
Stratton, New York, 1956. 206 pages, $6.00. 


This monograph modernized version the first four 
chapters “The Inner Ear,” written Dr. Fischer and 
Dr. Louis Wolfson (Grune and Stratton, 1943). 
indicated the title, the book deals only with the semi- 
circular canals, the utricle, and saccule, and their central 
connections. The basic organization the subject matter, 
the greater part the text, and most the illustrations 
are the same the original work. 

Divided into sections physiology and functional tests, 
the book presents the same subject matter, first the light 
didactic physiology and again connection with func- 
tional tests and their clinical significance. From the stand- 
point intelligible exposition difficult and confusing 
subject, this dichotomy appears ill-advised. 

Nonetheless, the book contains great deal valuable 
information and each chapter followed comprehensive 
bibliography. should most useful text for residents 
otology, neurology, and neurosurgery and will serve 
helpful reference for practitioners these fields. 


* * * 


LOW-FAT COOKERY—Evelyn Stead and Gloria 
Warren, Dietitian, with Introduction Eugene 
Stead, Jr., M.D., and James Warren, M.D. The Blakis- 
ton Division, McGraw-Hill Book Company, Inc., New 
York, 1956. 184 pages, $3.95. 


The authors list five possible indications for limitation 
fat the diet. Namely, (1) healthy people who wish re- 
duce their intake fat without reducing weight, (2) 
healthy obese people, (3) patients with heart disease hy- 
pertensive vascular disease, (4) patients with coronary ar- 
tery disease atherosclerosis, (5) patients with diabetes. 

the opinion this reviewer, the book serves useful 
purpose source recipes for people who need calorie 
restrictions and/or restriction animal fat. Unfortunately 
(in view the developments the past five years) dis- 
tinction made between fats different origins, with par- 
ticular reference animal, vegetable and fish sources. Per- 
haps later editions this book will contain pertinent infor- 
mation this sort. 

The reviewer would agree part with the statement 
Doctors Stead and Warren that “low fat cookery the an- 
swer weight control those people who enjoy the pleas- 
ures the table.” the basis his own experience 
would not agree with the philosophy that truly obese 
individuals rapid weight loss not essential. For psycho- 
logical reasons, unless one prescribes workable diet which 
will result average weight loss three pounds 
week, the individual who needs lose fifty pounds 
more, the net result will discouragement and departure 
from the diet. 

Many the recipes and menus included Low-Fat 
Cookery will helpful for individuals who, having achieved 
normal weight more rigid diet, wish hold the gains 
which have been made. 

M.D. 


* * * 


HOW ENJOY GOOD Cyril 
Solomon, M.D., and Brooks Roberts, M.D. Random House, 
457 Madison Ave., New York 22, Y., 1956. 240 pages, 
$3.95. 


This volume, which bears its jacket the statement that 
publication authorized the American Medical Associa- 
tion, can hardly called book. constructed the 
general plan scrapbook reprinting ephemeral articles 
the type printed newspapers and weekly magazines. 


VOL. 87, NO. AUGUST 1957 


These are written different authors, almost all whom 
may properly considered authorities. spite the emi- 
nence the authors, the quality uneven. There over 
emphasis “How to” the numerous titles and yet this 
promise the titles not, nor could be, redeemed the 
few paragraphs making each article. short, the volume 
remains only reprinting articles previously published 
lay periodicals. suggested that the practicing physician 
look the volume before recommends his patients. 


* * * 


ADVANCES PEDIATRICS—Volume 
ited Levine, M.D., Cornell University Medical 
College. The Year Book Publishers, Inc., 200 Illinois St., 
Chicago, 1957. 336 pages. $9.00. 


This volume Advances Pediatrics deals with seven 
topics timely interest which most pediatricians and all 
teaching centers will interested in. These subjects are: 
Postmaturity Stewart Clifford, The Gamma Globulins 
Charles Janeway and David Gitlin, Thyroid Disorders 
Childhood William Reilly, Familial Dysautonomia 
Conrad Riley, The Use Fluoride Compounds Preven- 
tion Dental Caries Edward Schlesinger and David 
Ast, Coagulation Disorders Infancy and Childhood 
Irving Schulman and Carl Smith and Celiac Disease 
three Dutch authors: Weijers, Van Kamer and Dicke. 
The latter article includes gliadin and other types wheat 
intolerance. 

Each the topics deals with enough new recent mate- 
rial justify the editors’ choice its inclusion the vol- 
ume. exhaustive and up-to-date bibliography accom- 
panies each chapter. This review selected advances 
pediatrics recommended worthy library addition for 
all pediatricians and for others dealing chiefly with children. 


M.D. 
* 


GUIDE MEDICAL WRITING—A Practical Manual 
for Physicians, Dentists, Nurses, Pharmacists—Henry 
Davidson, M.D., Editor, Journal the Medical Society 
New Jersey. The Ronald Press Company, 15 East 26th 
Street, New York 10, N. Y., 1957. 338 pages, $5.00. 


whilom author wish that book like this one had 
been elbow the days when was busily preparing 
fairly considerable number scientific and clinical reports. 
might have made more imprint upon editors and 
scientific journals the readers thereof. present editor 
sorts, recommend this book with enthusiasm those 
would authors today and tomorrow, who are desirous 
seeing their labors print! 

Dr. Davidson, who editor the Journal the Medical 
Society New Jersey and author several books, has com- 
pressed great deal good advice into How 
book only 338 pages. His book attempts show the pros- 
pective author how start and organize his article; how 
select catchy title and how hook reader interest. 
tells him how capitalize, spell and abbreviate. suggests 
ways making writing clear. shows him how search 
the literature and how set bibliography, and gives 
ideas all the other things should preparing 
article properly. 

There are also bits advice for the writers editorials, 
abstracts, and books, plus odds and ends valuable 
information such proofreader’s signs, conversions met- 
ric and apothecary units, table eponyms with their 
proper disease equivalents and roster medical publica- 
tions. 

All this adds book which can save good deal 
time and work for any aspiring author and ready- 
made guide from the point view the editor. 


Waysurn, M.D. 
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POSITIONING RADIOGRAPHY—Seventh Edition— 
Clark, M.B.E., F.S.R., Past President, Society 
Radiographers. Grune Stratton, Inc., 381 Fourth Ave., 
New York, 1956. 655 pages, 2,150 illustrations, $29.00. 


Correct diagnosis the cornerstone modern medicine, 
and correct interpretation reliably made roentgenograms 
pleasure welcome this seventh edition one the out- 
standing international texts roentgen technique. 

The work divided into sections, commencing with 
brief introduction and then following with chapters de- 
voted the different anatomic areas the body. 

There are also sections foreign bodies, stereoscopy, 
miniature radiography, cineradiography and macroradiog- 
raphy. There new and up-to-date section angiog- 
raphy. 

There are four supplements dealing respectively with con- 
trast media, exposure tables, patient dosage and metric 
equivalent. 

This new edition has been increased some 100 pages 
and several hundred new illustrations. Some the latter 
(dealing with angiography) are acknowledged 
NIA the preface. 

The illustration the colograms with air contrast could 
improved, and the usefulness high voltage diagnostic 
studies the elucidation polyps might stressed the 
next edition. The text and illustrations are high order 
and hoped that this edition will enhance the 
safety diagnostic radiography aiding physicians 
secure the proper exposures the first time. Radiation dosage 
efficient diagnosis. 

The author head the department radiography and 
medical photography Ilford, Ltd. England. 

* * * 
BEYOND LAUGHTER—Martin Grotjahn, M.D. The 


Blakiston Division, McGraw-Hill Book Company, Inc., 
New York, 1957. 285 pages, $6.00. 


Cachinnation, mirth, behavior Abderian and plain chor- 
tling are conditions without which this short terrestrial 
voyage would indeed grim. Laughter, like faith, appetite, 
the appreciation sunsets, usually taken for granted. 
However, anatomists, philologic and psychiatric insist upon 
dissecting times. 

The present work not popularization psychoanaly- 
essays dealing with the technique jokes, the development 
the sense humor the child, the author’s outlook 
clowns and burlesque queens, and the relation humor 
sex. Lest the latter point overlooked, there are large sec- 
tions devoted the Viennese diety, the meaning Ferdi- 
nand the Bull and symbolism Alice Wonderland, Girl 
equals phallus. 

The above rather solid fare lightened spots with suit- 
able quotations such piece nonsense wit from the 
great man: “Never born would best for mortal man, 
but this happens only very few.” The language study 
mathematics young California gentleman who ad- 
dressed his father, “Do you see that fly? Please kill it.” 
And several hundred other chestnuts distinguished vin- 
tage. 

The author goes into considerable detail the Oedipus 
theme the basis the Wild West story, and the hazards 
making wishes sitting horses. There sixteen page 
bibliography, three pages which are devoted the works 
Dr. Sigmund Freud. 

This work probably very important and appre- 
ciated the erudite and the serious students the psyche. 
However, the average practicing physicians more suit- 
able title would undoubtedly be: “Beyond Comprehension.” 
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DICTIONARY Mellan and Eleanor 
Mellan. Philosophical Library, New York, 1956. 150 pages, 
$4.75. 


Although the purpose this book not defined, appar- 
ently has been written give nonmedical readers informa- 
tion concerning the history, dangers, and emergency first-aid 
treatment for number poisons. 


Poisons are taken alphabetical order without index 
cross-references. There are one three page descriptions 
different poisons and one-half page outlines for 108 
more. Among the poisons described monographically are 
common poisons such aspirin, arsenic, barbiturates, and 
ethyl alcohol, well substances not commonly respon- 
sible for poisoning such antimony, cinchona, and curare. 
each monograph, approximately two-thirds the space 
taken historical background and folk lore and the 
remainder describes manifestations toxicity. Actual symp- 
toms are ordinarily covered one two lines. ex- 
ample, the three pages insects about two and one-half 
pages are used describe the diseases carried insects, 
while most the remainder repeats information given 
separate section the poisonous spiders and their effects. 


The outlines for the remaining poisons include sources 
poison (one line), cautions for safe use (one line), symp- 
toms (one line), and antidote and first-aid treatment (four 
eight The treatment suggestions include only those 
usable nonmedical persons. Each outline ends with 
statement: “Call physician!” 


Insufficient material given pesticides, household poi- 
sons, and over-the-counter medicinal agents make the 
book household reference for general use. The alphabetical 
arrangement makes the book impractical instruction 
manual for new parents. Some readers may find the his- 
torical information about poisons interest. 


M.D. 


* * * 


OCCUPATIONAL DISEASES THE SKIN—Third 
Edition—Thoroughly Revised—Louis Schwartz, 
Medical Director (Retired) USPHS, Chief Dermatosis 
Section, Consultant Dermatology, National Institutes 
Health; Louis Tulipan, M.D., Emeritus Clinical Profes- 
sor Dermatology, New York University; and Donald 
Birmingham, M.D., Medical Director, Chief Dermatologist, 
Occupational Health Program, USPHS. Lea Febiger, 
Philadelphia, 1957. 981 pages, 189 illustrations, $18.00. 


This book describing the occupational hazards the skin 
encountered the industries undoubtedly the best and 
most complete work the subject the English language, 
and probably the best any language. would difficult 
find any industry any occupational irritant with which 
does not deal. 


The processes manufacture are thoroughly described, 
the hazards pointed out, the resultant dermatoses are pic- 
tured and proper treatment advised. But most important, the 
authors tell ways and means avoiding these hazards 
such personal and plant hygiene, safer chemicals use 
and closed systems manufacture. 


One chapter, Norwood, M.D., concerning skin 
hazards from radiation atomic industry, medicine and de- 
fense particularly important this time. 


The authors, all highly experienced men this field, are 
congratulated upon the production such valuable 
volume. should the bookshelf everyone interested 
industrial medicine, general physician, indus- 
trial physician dermatologist. 


M.D. 
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